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This  report  is  based  on  discussions  that  occurred  during  a  two-day  National  Mental  Health 
Policy  Institute  on  Cultural  Competency  which  took  place  on  February  22-24, 1997  in  Myrtle 
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Dr.  King  Davis  of  Virginia  Commonwealth  University  facilitated  the  Institute.  These 
individuals  sought  to  increase  our  collective  understanding  of  the  importance  of  cultural 
competency  to  the  mission  of  public  mental  health  systems  and  the  relationship  between 
cultural  competency  and  managed  care  policy. 

Conferences,  institutes  and  workshops  represent  a  valuable  tool  for  the  rapid  transmission 
of  new  knowledge,  skills,  and  methods  for  solving  a  wide  range  of  problems.  Within  the  past 
several  years,  education  and  training  events  that  seek  to  understand  the  potential  benefits  of 
ensuring  cultural  competency  within  managed  care  programs  in  both  public  and  private 
sectors  have  increased.  For  its  part,  this  Institute  afforded  participants  representing  both 
public  and  private  mental  health  systems  a  unique  opportunity  to  reflect  and  collaborate  on 
the  status  of  cultural  competency  and  its  intersection  with  managed  care  policy.  Participants 
collaborated  in  reaching  agreement  on  an  operational  definition  of  cultural  competency  and 
on  the  vision  and  steps  required  to  ensure  its  increased  acceptance  and  application  at  both 
state  and  local  levels.  It  is  also  clear  that  a  range  of  technical  assistance  supports  will  be 
needed  to  encourage  and  support  public  mental  health  leaders  in  efforts  to  establish  cultural 
competency  within  their  systems.  These  technical  assistance  needs  are  identified  in  this 
report. 

The  Institute  received  financial  support  from  the  Center  for  Mental  Health  Services  through 
the  efforts  of  Paul  Wohlford,  Ph.D.,  and  Harriet  McCombs,  Ph.D.,  and  the  National 
Technical  Assistance  Center  for  State  Mental  Health  Planning,  an  affiliate  program  of 
NASMHPD.  In  addition,  Ronald  Manderscheid,  Ph.D.,  of  the  Center  for  Mental  Health 
Services;  Ivan  Walks,  M.D..  of  Options  Mental  Health;  and  Mareasa  Isaacs  Shockley,  Ph.D., 
contributed  to  the  Institute  through  their  presentations  of  new  ideas,  concepts  and 
approaches. 

Produced  under  a  contract  between  King  Davis,  Ph.D.  and  the  National  Technical  Assistance 
Center  for  State  Mental  Health  Planning  (NT AC),  this  report  is  designed  to  provide  practical 
assistance  in  considering  the  issues,  challenges  and  benefits  of  strengthening  the  cultural 
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competence  of  mental  health  staff  and  services.  The  reader  is  referred  to  the  bibliography  of 
relevant  cultural  competence  publications,  selected  technical  assistance  resources  and  web 
sites  for  further  information.  Gail  Hutchings,  M.P.A,  of  NASMHPD  and  Bruce  Emery, 
M.S.W.,  of  NTAC  guided  the  project  and  edited  this  report. 

Additional  support  was  provided  by  NTAC  staff  including  John  Kotler,  M.S.J.,  for  editorial 
assistance;  Rebecca  Crocker  for  design  and  layout;  and  Christine  Diaz  for  final  production. 
Our  sincere  thanks  to  each  of  them  for  their  contributions  to  this  effort. 

— Bruce  D.  Emery,  M.S.W. 
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Preamble  and  Vision  Statement 


Participants  in  the  National  Mental  Health  Policy  Institute  on  Cultural  Competency  crafted 
the  following  preamble  and  vision  of  a  public  mental  health  system  which  would  meet  the 
needs  of people  of  color  with  serious  mental  illness  and  substance  use  disorders: 

While  recognizing  the  importance  of  every  individual's  unique  experiences,  perspectives, 
beliefs  and  cultures  we  are  dedicated  to  the  establishment,  adoption  and  betterment  of 
principles,  norms,  values  and  standards  that  promote  our  society's  understanding  of  our 
mutual  interdependence  and  the  necessity  for  common  effort  toward  the  improvement  of 
every  citizen's  quality  of  life  and  the  enhancement  of  every  community's  resources. 

Our  collective  vision  is  of  an  efficient  and  accessible  integrated  public/private  system  of 
mental  and  primary  health  care  that  uses  cultural  competence  standards  and  skills  to  help 
consumers  recover  and  improve  their  quality  of  life. 
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Introduction  and  Overview 


"...  the  success  of  managed  care  ...  depends  on  its  ability  to  provide 
culturally  competent  services  to  people  of  color. " 


Historically,  American  social  policy  toward  people  with  serious  mental  illness  has  taken  five 
alternative  forms:  neglect,  institutionalization,  deinstitutionalization,  community  mental 
health  and  managed  behavioral  health  care.  Considerable  data  now  confirms  that  the  theory, 
assumptions  and  practice  approaches  used  in  all  of  these  policies  have  had  limited  benefits 
for  people  of  color  with  serious  mental  illness.  One  explanation  for  the  limited  positive 
outcomes  experienced  by  this  population  may  be  the  absence  of  culturally-specific  models 
of  care  within  public  mental  health  systems. 

Over  the  past  decade,  managed  care  and  cultural  competency  have  evolved  along  separate 
but  parallel  paths.  Each  concept  has  evolved  in  response  to  the  demonstrated  need  of 
American  social  systems — particularly  health  and  human  services — for  new  practice 
principles  that  have  the  power  to  transform  old  paradigms.  Managed  care  has  precipitated 
major  changes  in  the  landscape  of  proprietary  health  and  mental  health  delivery  systems  in 
the  United  States,  and  is  successfully  slowing  the  rate  of  increase  in  national  health  care 
expenditures. 

However,  proprietary  managed  care  plans  have  lagged  behind  state  governments  in  providing 
services  to  the  poor  and  the  uninsured.  Some  authors  (Brach,  1996,  June)  suggest  that 
managed  health  care  systems  also  lag  behind  the  states  in  the  incorporation  and  application 
of  cultural  competency  in  the  design  and  implementation  of  both  health  and  mental  health 
services.  As  managed  care  processes  extend  into  the  public  sector  through  Medicaid  and 
Medicare,  the  need  to  identify  a  relevant  conceptual  framework  to  guide  service  design  and 
delivery  becomes  even  more  evident.  Cultural  competency,  although  less  well  understood 
nationally  than  managed  care,  provides  a  valuable  conceptual  framework  for  increasing  the 
success  of  managed  care  processes  with  persons  who  are  poor  and  uninsured,  populations 
traditionally  served  in  the  public  sector. 

A  number  of  scholars  have  concluded  that  the  success  of  managed  care,  particularly  in  the 
public  sector,  depends  on  its  ability  to  provide  culturally  competent  services  to  people  of 
color  (Bowles,  1996;  Isaacs-Shockley,  1997,  February;  Manderscheid,  1997;  McCombs, 
1997;  Townsend,  1997;  and  Walks,  1997).  Unfortunately,  this  conclusion  has  not  always 
been  preceded  or  followed  by  clear  operational  standards,  guidelines,  definitions, 
implications,  or  mechanisms  that  would  assist  public  mental  health  systems  to  make  the 
transition  from  current  policy  and  service  orientations  to  cultural  competency. 
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The  South  Carolina  Department  of  Mental  Health's  Cultural  Action  Program  identified  a 
number  of  dilemmas  that  public  mental  health  systems  may  face  in  extending  their  services 
to  culturally  diverse  populations.  To  assist  other  states  in  both  identifying  and  resolving  these 
dilemmas,  South  Carolina  took  a  leadership  role  in  developing  a  national  Mental  Health 
Policy  Institute  to  explore  the  intersection  between  cultural  competency  and  managed 
behavioral  health  care  in  the  public  sector.  Held  in  Myrtle  Beach,  South  Carolina,  on 
February  21-22,  1997,  the  Institute's  goals  included: 

♦  to  create  a  national  agenda  on  cultural  competency; 

♦  to  develop  policies  on  cultural  competency  in  relationship  to  children, 
adults  and  families  in  critical  areas  including  clinical  services,  human 
resources,  education  and  training;  public-private  partnerships; 
administration;  evaluation;  consumer  outcomes;  and  marketing/public 
relations; 

♦  to  develop  strategies  to  implement  and  evaluate  these  policies;  and 

♦ '       to  develop  a  process  to  follow  up  with  states  on  their  progress  in 
implementing  a  national  cultural  competency  agenda. 

Panel  presentations,  as    .  ■ 

well  as  other  formal 

and         informal  Too  often  clinical  issues  are  not  examined  from 

networking  sessions,  an  ethnic  or  racial  perspective  because 

developed  operational  they  do  not  fit  the  dominant  cultural  perspective.  \ 

definitions  for  these 

goals  by  focusing  on    ■  • 

the  following 

significant  issues:  defining  cultural  competency,  exploring  differences  and  similarities 
between  the  private-sector  and  governmental  perspectives  on  managed  care  and  establishing 
a  national  policy  direction  and  vision. 

Institute  participants  noted  that  when  cultural  competency  intersects  with  managed  care 
technologies,  complex  political  and  operational  questions  and  dilemmas  may  arise  for  state 
and  local  mental  health  systems  including  the  following: 

♦  Governing  boards  of  public  mental  health  systems  may  not  understand 
the  relevance  and  value  of  using  cultural  competency  as  a  basis  for  service 
design  and  delivery; 
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♦  Policy-makers  may  see  cultural  competency  as  having  the  potential  to 
dramatically  increase  costs  and  controversy; 

♦  Cultural  competency  may  be  misinterpreted  as  designed  to  increase  the 
access  of  one  group  over  others; 

♦  State  and  mental  health  agencies  and  managed  care  organizations  may  be 
unclear  about  how  to  develop  the  new  knowledge  and  skills  needed  in 
shifting  their  services  from  Medicaid  fee-for-service  to  managed  care;  and 

♦  Managed  care  organizations  may  find  that  although  providing  culturally 
competent  services  adds  value,  it  can  increase  short-term  costs. 

The  paradoxes  associated  with  race  and  mental  illness  are  likely  to  impact  disproportionately 
on  low-income  communities  of  color  with  the  onset  of  managed  care  policy.  For  managed 
care  to  effectively  serve  populations  of  color  with  serious  mental  illness,  there  will  need  to 
be  a  significant  focus  on  issues  of  access,  as  well  as  on  accuracy  of  diagnosis  and  quality  of 
treatment.  Too  often  clinical  issues  are  not  examined  from  an  ethnic  or  racial  perspective 
because  they  do  not  fit  the  dominant  cultural  perspective.  Even  professionals  who  have  been 
educated  in  urban  areas  with  large  concentrations  of  minority  populations  may  be 
conditioned  to  assess  consumers  using  standards  and  guidelines  that  are  neither  culturally 
specific  nor  sensitive.  In  a  behavioral  health  care  environment  that  seeks  to  penetrate  the 
mental  health  market  of  people  of  color,  there  is  a  need  to  establish  standards  and  guidelines 
for  cultural  competency  for  managed  care  systems,  organizations  and  providers  and  to  ensure 
that  these  standards  and  guidelines  become  an  integral  part  of  professional  education. 
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Conceptualizing  and  Defining  Cultural  Competence 


"...  cultural  competency  [is]  the  integration  and  transformation  of  knowledge, 
information  and  data  about  individuals  and  groups  of  people  into 
specific  clinical  standards,  skills,  service  approaches,  techniques  and 
marketing  programs  that  match  the  individual's  culture  and  increase 
the  quality  and  appropriateness  of  health  care  and  outcomes." 


Cultural  competence  can  be  defined  as: 

a  set  of  congruent  behaviors,  attitudes,  and  policies  that  come  together 
in  a  system,  agency,  or  among  professionals  that  enable  them  to  work 
effectively  in  cross-cultural  situations.  Cultural  competency  is 
acceptance  and  respect  for  difference,  continuing  self-assessment 
regarding  culture,  attention  to  the  dynamics  of  difference,  ongoing 
development  of  cultural  knowledge  and  resources  and  flexibility 
within  service  models  to  work  towards  better  meeting  the  needs  of 
minority  populations  (Cross  et  ah,  1989). 

Davis  (1997)  operationally  defines  cultural  competency  as  the  integration  and  transformation 
of  knowledge,  information  and  data  about  individuals  and  groups  of  people  into  specific 
clinical  standards,  skills,  service  approaches,  techniques  and  marketing  programs  that  match 
the  individual's  culture  and  increase  the  quality  and  appropriateness  of  health  care  and 
outcomes.  Roberts  (1990)  suggests  that  cultural  competence  refers  to  the  ability  to  honor  and 
respect  the  beliefs,  interpersonal  styles,  attitudes  and  behaviors  both  of  clients  and  of  the 
multi-cultural  staff  who  provide  services. 

One  of  the  primary  goals  of  cultural  competency  is  to  utilize  certain  precepts  in  the  design, 
delivery,  and  evaluation  of  health  care  systems,  thereby  stimulating  greater  attention  and 
value  to  the  unique  characteristics  of  minority  persons  and  the  best  methods  or  practices  to 
reach  them.  There  seems  to  be  little  question  that  both  managed  care  and  cultural 
competency  are  powerful  strategies  for  bringing  about  social  change  in  traditional  systems. 
The  challenge  that  confronts  policy-makers  and  planners  at  this  juncture  is  to  successfully 
merge  these  two  previously  separate  but  parallel  concepts  in  the  public  mental  health  sector. 

Within  the  past  two  or  three  years,  efforts  to  understand  the  potential  benefits  of  a  merging 
cultural  competency  and  managed  care  in  the  public  and  private  mental  health  sectors  have 
received  increasing  attention  and  scrutiny  as  a  primary  topic  for  professional  conferences 
(Wilder  Symposia,  1997;  Latino  Conference,  1997;  People  of  Color  Conference,  1996; 
Hamilton  County  Mental  Health  Board,  1996;  Case  Western  Reserve  ,  1996;  Center  for 


Exploring  the  Intersection  between  Cultural  Competency  and  Managed  Behavioral  Health  Care  Policy 


Page  4 


Mental  Health  Services,  1996);  in  published  papers  (Davis,  1997;  Lee  and  Kuromoto,  1997; 
Munoz  and  Sanchez,  1997;  Fleming  and  King,  1997;  Pumeriga  and  Romero,  1997)  and  in 
federal  grants  (Hadley,  1997). 
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Key  Differences  in  Utilization  of  Mental  Health  Services 

by  Race  and  Ethnicity 


"Populations  of  color ...  show  lower  availability  of  health  insurance  and  a  significantly  lower 
proportion  of  health  professionals  within  easy  access  of  their  neighborhoods. " 


Historical  and  current  data  about  the  health  status  of  American  populations  confirm  that  there 
are  very  significant  differences  in  observed  prevalence  and  incidence  of  physical  and  mental 
health  problems  among  groups  based  on  color,  income,  and  residence. 

Two  important  reports  pointed  out  that  people  of  color,  particularly  residents  of  inner  cities, 
show  major  disparities  in  their  health  status  when  compared  with  other  ethnic  American 
populations.  The  disparities  noted  in  the  literature  cover  the  range  of  disorders  from  higher 
neonatal  mortality  rates  per  live  birth,  higher  rates  of  heart  and  circulatory  problems, 
disproportionate  rates  of  AIDS  and  AIDS-related  deaths,  greater  prevalence  of  chronic 
conditions,  higher  rates  of  dental  problems  and  higher  rates  of  admissions  to  psychiatric 
facilities  (Robert  Wood  Johnson,  1991;  Center  for  Health  Economics  Research,  1993).  The 
high  incidence  of  substance  abuse,  physical  injuries  and  deaths  from  violence  greatly 
distinguish  low-income  black  neighborhoods  and  communities  in  terms  of  potential  and 
actual  costs  of  health  care. 

Researchers  have  also  noted  major  differences  in  help-seeking  patterns  (Neighbors,  1986). 
Institute  participants  expressed  concern  that  public  and  private  systems  of  health  and  mental 
health  care  may  be  unaware  of  the  extent  to  which  people  of  color  demonstrate  a  different 
pattern  of  help-seeking  behaviors  and  utilization  of  mental  health  services. 

For  example,  it  was  noted  that  African  American,  Hispanic  American,  and  Asian  American 
populations  tend  to  delay  seeking  help  for  psychiatric  problems  (as  well  as  major  health 
problems)  from  formal  health  systems  until  conditions  have  become  serious  or  chronic  and 
other  community  and  familial  resources  have  been  exhausted.  Some  of  these  populations  of 
color  also  tend  not  to  remain  engaged  in  outpatient  services  or  utilize  services  as  frequently 
as  other  populations,  although  their  diagnoses  are  more  severe.  Populations  of  color  also 
show  lower  availability  of  health  insurance  and  a  significantly  lower  proportion  of  health 
professionals  within  easy  access  of  their  neighborhoods  (Institute  for  Health  Policy,  1993). 

Review  of  the  data  on  admissions  to  inpatient  psychiatric  facilities  reveals  disproportionately 
high  rates  of  admissions  for  people  of  color  to  all  types  of  facilities  (Snowden  &  Holschuh, 
1992;  Snowden  and  Cheung,  1990;  Scheffler  and  Miller,  1989;  Manderscheid,  1987).  The 
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for  white  Americans  was  136,  while  the  rate  for  Hispanic  Americans  was  146  and  the  rate 
for  Native  Americans  and  Asian  Americans  was  142  (Manderscheid,  1987).  The  admission 
rate  to  state  hospitals  for  African  Americans  during  that  same  period  was  364.2  per  1 00,000 
population. 

When  admissions  to  private  psychiatric  hospitals  are  considered  by  race,  it  is  noted  that  the 
rate  for  all  persons  was  62.6  per  100,000,  while  the  rate  for  white  Americans  was  slightly 
above  the  mean  at  63.4.  The  rate  of  admissions  to  private  psychiatric  hospitals  for  Hispanic 
Americans  was  34.4,  while  the  rate  for  Native  Americans  and  Asian  Americans  was  29.6. 
The  rate  for  African  Americans  was  close  to  the  national  mean  at  62.9. 


Admissions  to  general  hospitals  with  psychiatric  units  showed  similar  patterns  by  race  and 
ethnicity.  For  the  population  as  a  whole,  the  rate  was  295.3  per  100,000,  while  the  rate  for 
the  white  American  population  as  a  whole  was  284.9.  The  rate  of  admissions  per  1 00,000  for 
Hispanic  Americans  was  227  and  the  rate  for  Native  Americans  and  Asian  Americans  was 
221.7.  The  rate  during 
the  same  period  for 
African  Americans 
admitted  to  general 
hospital  psychiatric 
units  was  386.6  per 
100,000. 


Although  admissions  are  not  indicative  of  actual 
prevalence  rates  in  the  population,  what  is  shown 
clearly  is  a  long-term  pattern  of  service  utilization 

differentiated  by  race  and  socio-economic  class. 


While  the  national  mean  admission  rate  to  Veterans'  Administration  Hospitals  was  70.4  per 
100,000,  African  American  populations  had  a  rate  of  1 18.2  per  100,000.  No  other  racial  or 
ethnic  population  had  an  admission  rate  to  Veterans'  Administration  hospitals  that 
approximated  the  rate  for  African  Americans. 

When  age  is  considered,  the  relationship  between  admissions  to  psychiatric  hospitals  and 
race  is  even  more  pronounced.  For  example,  the  rate  of  admissions  to  state  psychiatric 
hospitals  for  African  Americans  between  the  18  and  24  was  598  per  100,000,  while  the 
national  mean  was  163.6  (Manderscheid,  1987).  The  most  excessive  rate  found  was  for 
African  Americans  between  the  25  and  44,  who  were  admitted  to  state  psychiatric  hospitals 
at  a  rate  of  753  per  100,000  (Manderscheid,  1987).  Although  admissions  are  not  indicative 
of  actual  prevalence  rates  in  the  population,  what  is  shown  clearly  is  a  long-term  pattern  of 
service  utilization  differentiated  by  race  and  socio-economic  class. 

Data  drawn  from  the  National  Institute  of  Mental  Health  (Manderscheid,  1987)  shows  that 
African  Americans  were  more  frequently  diagnosed  on  hospital  admission  with  severe 
mental  illness  than  any  other  ethnic  or  racial  population.  Admissions  of  African  Americans 
to  state  mental  hospitals  showed  that  56  percent  of  these  individuals  received  a  primary' 
diagnosis  of  schizophrenia,  while  only  38  percent  of  all  individuals  admitted  received  a 
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similar  diagnosis.  Hispanic  Americans  too  received  a  disproportionately  high  (44  percent) 
rate  of  severe  mental  illness  diagnoses  on  admission  to  state  mental  health  facilities. 


Flaskerud  (1992),  Garretson  (1993),  Jones  (1986),  and  Lawson  et  al.  (1994)  suggest  that  the 
primary  reason  for  the  disproportionate  rate  of  severe  mental  illness  diagnoses  are  errors 
made  by  diagnosticians  who  are  unfamiliar  with  mental  illness  as  it  is  manifested  in 
populations  of  color.  If  their  conclusions  are  valid,  the  cost  savings  to  public  and  private 
mental  health  systems  from  implementing  cultural  competency  skills  in  their  clinical 
evaluations  could  be  significant.  Inappropriate  admissions  of  people  of  color  to  psychiatric 
hospitals  would  decline  dramatically,  and  the  decrease  in  use  of  costly  inpatient  beds  might 
free  up  dollars  for  other  services. 


The  primary  reason  for  the  disproportionate  rate  of 
severe  mental  illness  diagnoses  are  errors  made  by 
diagnosticians  who  are  unfamiliar  with  mental  illness 
as  it  is  manifested  in  populations  of  color. 


Data  discussed  at  the 
Policy  Institute, 
although  collected  in 
the  1980's,  permits  a 
number  of  conclusions 
that  may  be  helpful  as 
the  nation  continues  on 
its     course  towards 

managed  behavioral  health  care  in  the  public  and  private  sectors.  First,  it  is  clear  that  under 
the  present  and  prior  state  and  local  systems  of  care,  people  of  color  with  serious  mental 
illness  were  not  served  well:  diagnoses  were  found  to  have  been  in  error;  admission  rates 
were  disproportionately  high;  involuntary  admissions  were  used  with  greater  frequency;  and 
the  most  severe  mental  illness  labels  were  assigned  at  a  rate  that  appears  higher  than  its 
expected  frequency  in  the  population.  In  small  workgroups,  conference  participants 
anecdotally  described  current  statistics  in  their  states  and  communities  that  support  the  data 
cited  above. 


Each  of  these  conclusions  suggests  the  need  to  address  a  number  of  important  clinical  and 
marketing  issues  that  are  linked  to  managed  behavioral  health  care  processes  and  values.  As 
new  managed  care  policies  and  services  are  developed  at  the  state  and  local  levels,  there  is 
a  greater  need  to  focus  attention  on  service  issues  and  dilemmas  related  to  ethnicity,  color 
and  serious  mental  illness.  While  a  key  aim  of  managed  care  is  to  reduce  unnecessary 
services  and  excessive  costs,  the  relationship  among  color,  ethnicity,  language  and  service 
utilization  remains  poorly  understood  in  both  public  and  private  sectors. 
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Characteristics  of  a  Culturally  Competent  System  of  Care 


"Culturally  competent  systems  of  care  acknowledge  the  importance  of  culture, 
assess  cross-cultural  relations,  are  alert  to  cultural  differences  and  their 
repercussions  and  adapt  services  to  meet  cultural  needs. " 


A  major  presentation  made  at  the  Institute  by  Mareasa  Isaacs-Shockley,  Ph.D.,  focused  on 
the  findings  of  a  1997  study  on  the  status  of  cultural  competency  in  child  mental  health 
services  in  the  states.  Isaacs-Shockley  sought  to  identify  the  characteristics  of  culturally 
competent  systems  and  to  use  the  definitions  developed  by  Cross  et  al.  (1989)  and  Benjamin 
et  al.  (1996)  as  the  basis  for  examining  the  status  of  public  mental  health  systems. 

♦  A  culturally  competent  system  "acknowledges  and  incorporates  at  all 
levels  the  importance  of  culture,  the  assessment  of  cross-cultural  relations, 
vigilance  toward  the  dynamics  that  result  from  cultural  differences,  the 
expansion  of  cultural  knowledge,  and  the  adaptation  of  services  to  meet 
culturally-unique  needs. "(Cross  et  al.,  1989,  p.  23). 

♦  A  culturally  competent  managed  care  system  "recognizes,  promotes,  and 
integrates  elements  of  culture  to  ensure  cultural  competency  at  all  levels 
of  the  organization"  (Isaacs  and  Benjamin,  1991,  p.  10). 

♦  Culturally  competent  systems  of  care  acknowledge  the  importance  of  culture, 
assess  cross-cultural  relations,  are  alert  to  cultural  differences  and  their 
repercussions  and  adapt  services  to  meet  cultural  needs  (Cross  et  al.,  1989). 

♦  Five  components  distinguish  a  culturally  competent  system  (Benjamin  and 
Isaacs-Shockley,  1996).  These  systems: 

►  value  diversity  and  acknowledge  how  cultural  differences  affect 
service  delivery; 

►  undertake  cultural  self-assessment  of  professionals,  agencies  and 
systems  on  their  awareness  of  cultural  beliefs  and  how  to  influence 
them; 

►  understand  the  dynamics  of  difference  that  encourage  both 
professionals  and  clients  to  misjudge  each  other's  actions; 

►  institutionalize  cultural  knowledge  at  every  organizational  level;  and 

►  adapt  services  and  programs  to  reflect  cultural  specificity  and  diversity. 
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Status  of  Cultural  Competency  in 
State  and  Local  Mental  Health  Systems 


"Cultural  competency ...  in  most  states  rests  on  weak  foundations. " 


In  assessing  the  status  of  cultural  competency  in  state  and  local  mental  health  systems,  Dr. 
Isaacs-Shockley  presented  a  series  of  conclusions  separated  into  three  distinct  areas: 

Planning,  Research  and  Development 

♦  Most  states  have  not  developed  a  strategic  planning  approach  to  increasing 
cultural  competency;  consequently,  their  approaches  to  services  tend  to  remain 
unchanged. 

♦  Only  20  percent  of  the  states  have  a  specialized  cultural  competency  plan. 

♦  Cultural  competency  is  not  embedded  in  a  contextual  framework  and 
therefore  in  most  states  rests  on  weak  foundations. 

♦  Cultural  competency  is  embryonic  and  vulnerable,  viewed  as  an  activity  or 
event  rather  than  as  a  developmental  process. 

♦  Cultural  competency  is  not  driven  by  changing  demographics  in  the  states. 

♦  There  is  a  lack  of  research  and  evaluation  on  cultural  competence  in  states, 
with  only  22  percent  focusing  attention  on  the  issue. 

♦  Nearly  40  percent  of  the  states  completed  an  assessment  of  their  cultural 
competency  status  or  needs. 

♦  A  small  number  of  states  have  successfully  developed  effective  models 
and  approaches  to  cultural  competency. 

Certification  and  Licensure 

♦  Only  22  percent  of  the  states  include  cultural  competency  criteria  in 
certification  standards,  contracts  or  licensure. 
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♦        Cultural  competency  is  viewed  as  a  compliance  requirement  imposed 
by  the  federal  government. 


Human  Resources 


♦  Cultural  competency  is  dependent  on  such  factors  as  leadership  and 
political  will. 

♦  At  least  30  percent  of  the  states  have  established  either  special  task 
forces  or  cultural  competency  advisory  boards. 

♦  Nearly  46  percent  of  the  states  have  job  positions  or  units  that  are  focused 
on  cultural  competency. 

♦  States  rely  on  training  to  fulfill  their  commitment  to  cultural  competency, 
but  the  training  lacks  specific  objectives  or  measurable  outcomes. 

♦  Nearly  71  percent  of  the  states  conduct  conferences,  workshops  or  have 
ongoing  training  in  cultural  competency. 

♦  Fifty-four  percent  of  the  states  have  an  ongoing  cultural  competency 
curriculum. 


♦        Target  populations  are  significantly  under  represented  in  the  planning  of 
change  and  in  leadership  positions  in  most  states. 


Four  state  mental  health  systems  have  identified  performance  indicators  and  outcome 
measures  to  increase  their  overall  level  of  cultural  competency.  California,  Massachusetts. 
New  York  and  Ohio  use  staff  training,  inclusion  of  cultural  competency  goals  in  their  policy, 
mission  and  vision  statements,  development  of  clinical,  contractual  and  certification 
standards,  and  data  gathering  and  evaluation  to  ensure  that  staff  and  services  at  all  levels 
become  culturally  competent.  Each  of  these  states  appears  to  have  been  influenced  greatly 
by  the  same  applied  literature  on  cultural  competency  (Isaacs-Shockley,  1997). 

These  four  states  seem  particularly  conscious  of  the  extent  to  which  the  demographics  of 
their  state  populations  are  changing  toward  a  greater  proportion  of  minorities  distinguished 
by  color  and  language  differences.  These  populations  of  color  have  become  increasingly 
vocal  and  disenchanted  about  their  isolation  from  the  mainstream  of  service  access. 
Increasingly,  the  lack  of  access  for  people  of  color  translates  into  ineffective  and  costlier 
services  that  require  states  and  local  governments  to  focus  on  system  and  policy  reforms 
(Isaacs-Shockley,  1997). 


Exploring  the  Intersection  between  Cultural  Competency  and  Managed  Behavioral  Health  Care  Policy         Page  11 


Issues  of  Cultural  Competency 
in  the  Federal  and  Private  Sectors 


"Understanding  the  new  environment  means  recognizing  the  extent  to 
which  prices  for  contracted  services  under  managed  care  are 
falling  rapidly  in  both  private  and  public  sectors. " 


Manderscheid  (1997,  February)  indicates  that  a  number  of  key  trends  are  occurring  in 
managed  care,  health  care,  mental  health  care,  and  the  national  economy  that  may  impact  a 
state's  adoption  of  cultural  competence  principles  and  strategies.  The  essence  of  these  trends 
is  an  increased  emphasis  on  lower  costs,  greater  savings  and  increased  profits.  New 
approaches  that  add  to  costs  are  likely  to  be  disregarded  in  this  new  environment. 

One  key  trend  is  the  ongoing  shift  in  the  health  care  environment  characterized  by  the 
emergence  of  a  variety  of  new  managed  care  partnerships.  The  number  of  failed  managed 
care  organizations  continues  to  increase  markedly  (Manderscheid,  1997,  February)-  At  the 
same  time,  organizations  and  groups  that  heretofore  were  seen  as  competitors  are  exploring 
mergers  and  affiliation  agreements,  spurred  by  changes  and  short-  term  opportunities  in 
managing  health  care. 

Understanding  the  new  environment  means  recognizing  the  extent  to  which  prices  for 
contracted  services  under  managed  care  are  falling  rapidly  in  both  private  and  public  sectors. 
Capitated  rates  are  falling  precipitously  in  a  number  of  state  contracts,  forcing  managed  care 
organizations  to  consider  how  to  provide  high-quality  services  as  the  fiscal  incentives  for 
doing  so  decline  (Manderscheid,  1997,  February).  Most  importantly,  Manderschied  warns 
that  almost  all  health  care  products  are  rapidly  becoming  commodities,  not  unlike  other 
commodities  manufactured  and  sold  in  the  free-market  economy.  He  proposes  that  as  health 
care  generally,  and  mental  health  care  specifically,  are  "commodified,"  they  are  more  likely 
to  be  subject  to  similar  market  forces  as  other  goods  and  services. 

It  is  in  this  unstable  and  rapidly  changing  health  care  environment  that  cultural  competency 
is  emerging,  according  to  Manderscheid.  Given  the  ambiguities  and  uncertainties  of  the 
times,  he  is  concerned  that  cultural  competency  can  become  trivialized  as  just  another  add-on 
feature  rather  than  adopted  as  a  meaningful  principle  for  enhancing  the  quality  of  service  to 
special  populations.  At  the  same  time,  it  is  important  for  cultural  competency  to  demonstrate 
its  cost  effectiveness,  savings  or  cost  neutrality.  Key  trends  and  issues  identified  by 
Manderscheid  (1997,  February)  for  consideration  during  the  Institute  included: 
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Trends 

♦  "commodification"  of  health  services; 

♦  growth  in  the  consumer  movement; 

♦  focus  on  re-invention  and  social  change; 

♦  increased  call  for  accountability; 

♦  pressures  on  cultural  competency  to  show  economic  viability;  and 

♦  increasing  concern  about  documenting  clinical  outcomes  in  managed 
care  systems. 

Issues 

♦  need  for  cultural  competency  guidelines  and  standards; 

♦  inconvenience  of  mental  health  systems  for  most  consumers; 

♦  inadequacy  of  current  services; 

♦  need  for  consumer  values  and  feedback  to  increasingly  guide  the  health  care 
system; 

♦  need  for  systems  to  develop  and  adhere  to  clinical  "best  practice"  principles; 

♦  need  to  identify  and  measure  outcomes; 

♦  acknowledgement  that  access  to  managed  care  services  is  a  critical  issue 
for  consumers  of  color; 

♦  recognition  of  consumer  concerns  about  the  appropriateness  of  services 
under  managed  care;  and 

♦  recognition  of  prevention  as  an  important  service  for  reaching  people  of  color 
in  managed  care  systems. 

Institute  participants  used  the  key  trends  and  issues  identified  by  Manderscheid  as  the  basis 
for  discussion  within  small  groups  to  generate  recommendations  for  integrating  managed 
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health  care  and  cultural  competency.  Participants  also  compared  the  ideas  and  content 
presented  by  Dr.  Manderscheid  as  a  federal  employee  with  those  from  the  private  sector. 

Walks  (1997,  February)  looks  at  cultural  competency  through  the  lens  of  the  private 
proprietary  sector.  In  his  view,  state  and  local  mental  health  systems  that  include  cultural 
competency  in  their  contracts  must  consider  the  following  broad  concerns  in  their 
interactions  with  the  managed  care  industry: 

♦  a  central  purpose  of  business  is  to  generate  profits. 

♦  managed  care  is  an  effort  to  generate  quality  and  profits. 

♦  cultural  competency  lacks  a  clear  definition. 

♦  cultural  competency  must  demonstrate  its  economic  efficacy. 

♦  since  managed  care  must  demonstrate  accountability,  cultural 
competency  will  become  more  attractive  as  its  demonstrates  an  ability  to 
help  managed  care  increase  accountability. 

♦  governmental  systems  must  find  ways  to  test  the  impact  of  culturally 
competent  approaches  in  actual  mental  health  systems. 

♦  profit  margins  continue  to  be  modest  for  most  managed  care  companies. 

♦  the  ability  of  managed  care  companies  to  take  additional  financial  risks  is 
limited. 

♦  cultural  competency  must  avoid  duplication  of  existing  services. 

♦  cultural  competency  must  avoid  stereotypes  and  over-generalizations  of 
individuals  and  groups. 
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Responding  to  the  Technical  Assistance  Needs  of  States 


"The  difficulty,  potential  costs  and  political  dilemmas  associated  with 
shifting  the  operational  framework  of  the  public  mental  health  system 
toward  cultural  competency  may  be  significant. " 


There  is  a  clear  and  compelling  need  to  identify  the  process  and  means  necessary  to  assist 
state  and  local  mental  health  authorities  to  shift  their  orientation  and  focus  in  the  direction 
of  cultural  competency.  The  difficulty,  potential  costs  and  political  dilemmas  associated  with 
shifting  the  operational  framework  of  the  public  mental  health  system  toward  cultural 
competency  may  be  significant.  Yet  cultural  competency  offers  similar  large  returns  to  these 
systems  in  terms  of  increased  access  to  services  and  improved  quality  of  services  provided 
to  minority  populations.  The  Institute  identified  five  areas  where  providing  technical 
assistance  would  help  public  mental  health  systems  effectively  make  the  transition  to  cultural 
competency: 

♦  Leadership  Development 

Target  Groups: 

►  Consumers 

►  Advocacy  organizations 

►  Public  mental  health  boards,  directors  and  staff 

Content  Areas: 

►  Integrating  cultural  competency  in  vision,  mission  and  policies 

►  Converting  systems  from  one  frame  of  reference  to  another 

►  Understanding  the  role  of  social  control  in  mental  health  care 

►  Interface  between  the  health,  mental  health  and  correctional  systems 

►  Leadership  models  and  collaboration  strategies 

►  Managing  tension  between  consumers  and  providers 

►  Development,  analysis  and  change  of  public  mental  health  policy 

♦  Training  and  continuing  education 

Target  Groups: 

►  Consumers 

►  Mental  health  staff 

►  Advisory  and  governing  boards 

►  University  faculty 
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Content  Areas: 

►  Effective  cultural  competency  assessment  tools 

►  Service  models  that  have  demonstrated  effectiveness 

►  Developing  clinical  standards  of  practice 

►  Developing  clinical  skills  based  on  cultural  competency 

►  Developing  outcomes  based  on  cultural  competency 

►  Outcome  evaluation  methods 

►  Estimating  costs  of  cultural  competency 

►  Data  collection  and  analysis  using  cultural  competency 

►  Developing  language  skills  for  clinical  practice 

►  Methods  of  collaboration 

►  Systems  change  methods 

►  Prevention  models  for  people  of  color 

►  Human  resource  development  and  workforce  diversity  issues 

►  Marketing  cultural  competency 

♦  Cultural  Competency  Standards  and  Guidelines 

Target  Groups: 

►  Public  mental  health  systems 

►  Managed  care  organizations 

►  Academic  accreditation  organizations 

Content  Areas: 

►  Development  of  clinical  standards  and  guidelines 

►  Development  of  system  standards  and  guidelines 

►  Evaluation  of  outcomes  based  on  cultural  competency 

►  Online  sources  of  data  and  information  and  methods  of  analysis 

►  Self-help  clinical  practice  models 

♦  Policy  Development 

Target  Groups: 

►  Public  mental  health  systems 

►  Managed  care  organizations 

►  Advocacy  organizations 

►  Legislatures 

►  Local  governments 

Content  Areas: 

►  Inclusion  of  cultural  competency  in  public  policy 

►  Integration  of  health  and  mental  health  policy 
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►  Health  care  policy  and  access  for  the  uninsured 

►  Estimating  costs  and  benefits  of  cultural  competency 

►  Integrating  managed  care  and  cultural  competency 

►  Evaluation  of  outcomes  based  on  cultural  competency 

►  User  friendly  language  in  public  policy 

►  Inclusion  of  end  users  of  service  in  formulation  of  policy 

♦        Culturally  Competent  Sources  of  Technical  Assistance 

Target  Groups: 

►  Managed  care  organizations 

►  Consumers,  families  and  advocacy  organizations 

►  Legislators  and  staff 

►  University  and  college  faculty 

Content  Areas: 

►  Contracting  techniques  for  technical  assistance 

►  Development  and  marketing  of  workshops 

►  Developing  certification  procedures  in  cultural  competency 

►  Train-the-trainers  approaches 

►  Use  of  online  methods  for  training  and  data  gathering 

►  Using  data  as  the  basis  for  technical  assistance 

►  Developing  technical  assistance  materials  and  documents 
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Recommendations  for  Establishing  a  National  Policy  Agenda 
and  Vision  for  Culturally  Competent  Mental  Health  Systems 


"What  is  needed  at  this  juncture  is  a  national  policy  statement ...  that 
recognizes  the  clinical  and  economic  value  of  basing  mental  health  and 
addiction  services  for  all  populations  on  cultural  competency. " 


A  primary  reason  for  the  low  level  of  culturally-specific  skills  within  public  mental  health 
systems  is  the  lack  of  culturally-relevant  models,  theory  and  clinical  practice  training  and 
evaluation  within  higher  education  curricula. Without  these,  both  public  and  private  mental 
health  staff  will  not  receive  the  education  and  training  they  need  to  work  effectively  with 
persons  of  color.  What  is  needed  at  this  juncture  in  mental  health  care  is  a  national  policy 
statement,  implemented  at  state  and  local  levels,  that  recognizes  the  clinical  and  economic 
value  of  basing  mental  health  and  addiction  services  for  all  populations  on  cultural 
competency. 

Participants  at  the  Institute  relied  on  research  by  Isaacs-Shockley  (1997)  and  the  content  of 
their  small  group  discussions  to  develop  a  series  of  recommendations  for  increasing  the 
understanding  and  utilization  of  cultural  competency  approaches  at  national,  state  and  local 
levels.  These  recommendations  take  on  increased  importance  in  a  managed  health  care 
environment  designed  to  balance  service  quality,  access,  cost  and  utilization.  Data  that 
demonstrate  the  significant  extent  to  which  utilization  and  cost  of  service  differ  by  color 
highlights  the  critical  nature  of  these  recommendations. 

Stakeholder  Involvement 

♦  Gain  a  firm  and  public  commitment  from  leadership  to  develop  a 
culturally  competent  system  of  services. 

♦  Ensure  the  sustained  involvement  of  key  persons  of  color. 
Systems  Planning  and  Reform 

♦  Base  cultural  competency  strategies  on  needs  assessment  and  data  collection. 

♦  Conduct  an  organizational  self-assessment  to  develop  a  benchmark  of 
cultural  competency  status. 
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♦  Include  cultural  competency  goals  as  part  of  vision  and  mission  statements  and 
operating  policies  and  procedures. 

♦  Develop  certification  standards,  licensure,  and  contract  specifications  around  cultural 
competency. 

♦  Target  service  delivery  strategies  and  approaches  to  insure  cultural  competency. 

♦  Ensure  compliance  by  state  and  local  systems  by  including  internal  monitoring, 
focused  evaluation  and  research  into  all  cultural  competency  activities. 

♦  Develop  and  use  clinical  standards  and  guidelines  in  contracts  for  providing  services 
to  people  of  color. 

♦  Study  and  evaluate  the  impact  of  cultural  competency  on  service  quality  and  costs  in 
the  four  states  where  cultural  competency  efforts  are  most  advanced. 

♦  Develop  national  cultural  competency  standards  and  guidelines  for  all  mental  health 
services. 

♦  Require  cultural  competency  standards  in  all  managed  care  contracts  at  the  federal, 
state  and  local  governmental  levels. 

♦  Base  the  evaluation  of  systems  and  outcomes  on  cultural  competency  standards, 
guidelines  and  best  practices. 

♦  Develop  an  ongoing  national  database  to  collect,  analyze,  and  disseminate 
information  on  access,  service  utilization  and  satisfaction  by  people  of  color  with 
serious  mental  illness  and  substance  use  disorders 

♦  Provide  the  resources  to  allow  mental  health  systems  and  universities  to  implement 
cultural  competency  standards,  guidelines  and  outcome  evaluations  in  their  services 
and  training  programs. 

Human  Resources 

♦  Place  an  emphasis  on  the  recruitment  and  retention  of  staff  who  represent  cultural 
minorities. 

♦  Maintain  an  ongoing  commitment  to  training  and  staff  development  in  the  area  of 
cultural  competency. 
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♦  Require  cultural  competency  in  the  certification  and  licensure  of  all  mental  health 
professionals  and  organizations. 

♦  Require  cultural  competency  in  the  curriculum  of  professional  training  and 
continuing  education  programs  for  all  mental  health  disciplines  and  staff  in  all  public 
programs. 

♦  Ensure  diversity  in  hiring,  retention,  and  promotion  of  mental  health  staff  at  the 
federal,  state  and  local  levels. 

Fiscal 

♦  Embed  cultural  competency  into  the  framework  of  state  and  local  systems  by 
ensuring  that  fiscal  resources  are  committed. 

♦  Define  cultural  competency  in  terms  that  reflect  the  fiscal  interests  and  characteristics 
of  the  managed  care  system. 

♦  Demonstrate  the  economic  value  of  cultural  competency  to  other  units  of  state  and 
local  governments  and  managed  care  organizations. 
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Conclusion 


"The  greater  that  our  collective  approaches  demonstrate  a  respect 
for  the  value  of  cultural  competency,  the  greater  the  chances  that 
the  mission  of  public  mental  health  systems  will  be  achieved. " 


Participants  at  the  National  Mental  Health  Policy  Institute  on  Cultural  Competency  addressed 
a  broad  range  of  questions  throughout  their  time  together.  Is  there  a  connection  between 
health  care  and  social  class?  Is  there  a  direct  linkage  between  health  status  and  culture  and 
between  poverty  and  illness?  Do  people  from  different  cultural  backgrounds  seek  and  utilize 
services  in  different  ways?  Does  cultural  background  have  a  meaningful  influence  on  the 
perceptions  that  people  hold  of  disease,  treatment,  and  health-care  providers?  Are  there 
different  approaches  to  the  design,  delivery  and  evaluation  of  service  outcomes  based  on  the 
cultural  background  of  the  consumer?  Participants  suggest  that  the  answer  to  each  of  these 
questions  is  a  resounding  yes.  All  health  care  is  cultural. 

Throughout  the  Institute  participants  consistently  and  thoroughly  checked  the  reality  of  their 
perception  of  the  existing  system  and  the  series  of  steps  they  identified  that  would 
fundamentally  change  the  direction  of  public  mental  health.  Overall,  while  participants 
recognized  the  potentially  negative  effect  that  an  "un-managed  care  policy"  can  have  on 
access  to  care  for  people  of  color,  they  also  expressed  serious  concern  that  current  managed 
care  policy  may  result  in  a  limit  to  the  quantity  of  services  available  to  people  of  color. 

There  is  concern  that  managed  care  policy  in  the  public  sector  will  result  in  an  increase  in 
the  number  of  unserved  and  under-served  populations,  principally  people  of  color.  In 
addition,  managed  care  policy  is  viewed  as  potentially  leading  to  a  decrease  in  the  number 
and  role  of  providers  of  color,  in  part  due  to  the  standards  and  credentialing  processes 
required  by  managed  care  organizations.  Managed  care  is  an  insurance  program  that  provides 
services  only  to  those  populations  who  are  covered  by  the  insurance.  Since  insurance 
eligibility  is  linked  either  to  welfare  status,  Medicaid  or  employment,  participants  predicted 
that  higher  rates  of  unemployment  in  communities  and  populations  of  color  will  translate 
into  limited  access  to  health  and  mental  health  care  for  these  populations. 

Participants  also  predict  that  the  emergence  of  managed  care  is  forcing  more  integration 
among  health,  mental  health  and  addiction  services.  Integration  of  these  services  is  viewed 
as  a  positive  outcome,  resulting  from  greater  degrees  of  collaboration  among  agencies  (e.g., 
health,  mental  health,  substance  abuse,  welfare,  Medicaid)  that  historically  have  been 
competitors.  This  action  is  seen  as  having  the  potential  to  enhance  the  quality  of  services  for 
all  people  with  serious  mental  illnesses. 
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Action  Steps 

In  the  Institute's  summary  session,  participants  identified  the  following  strategies  which  the 
field  must  actively  adopt  in  order  to  be  successful  at  expanding  cultural  competency  and  thus 
improving  the  quality  of  services  in  the  public  managed  care  sector. 

♦  Develop  a  clear  conceptualization  of  cultural  competency  and  a 
statement  of  future  vision. 

♦  Enhance  communication  among  all  stakeholders. 

♦  Increase  collaboration  among  all  stakeholders. 

♦  Demonstrate  cost-saving  methods. 

♦  Plan  for  mergers  between  various  organizations  and  agencies. 

♦  Increase  political  advocacy. 

♦  Concentrate  on  quality  marketing  and  media  approaches. 

♦  Promote  leadership  skills  and  capacity. 

♦  Identify  financial  resources. 

♦  Develop  standards  and  guidelines. 

The  clear  task  for  state  and  local  mental  health  authorities,  managed  care  organizations, 
consumers,  families,  providers  and  university  faculty  is  to  better  understand  the  linkage 
among  culture,  illness  and  health  and  to  use  that  knowledge  to  design  and  redesign  service 
systems,  policies,  training  curricula  and  standards  of  care.  The  more  that  services,  skills  and 
policies  reflect  the  characteristics  of  the  specific  culture,  the  greater  the  probabilities  that 
services  will  be  accepted,  effective,  efficient  and  less  costly.  The  greater  that  our  collective 
approaches  demonstrate  a  respect  for  the  value  of  cultural  competency,  the  greater  the 
chances  that  the  mission  of  public  mental  health  systems  will  be  achieved. 
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Appendix  A 

IAPSRS  Organizational  Bulletin: 
"Principles  of  Multicultural  Rehabilitation  Services" 


Exploring  the  Intersection  between  Cultural  Competency  and  Managed  Behavioral  Health  Care  Policy 


Principles  of  Multicultural 
Psychiatric  Rehabilitation  Services 


INTERNATIONAL  ASSOCIATION  OF  PSYCHOSOCIAL  REHABILITATION  SERVICES 


':C25  Gover-cr  iter-eic  ?<wy  =2C     Cc;.~::a  MaWianc 210---3357 
Phone  410-730-7190     FAX  ilC-730-5965 


VoL  VTII  ,  *6 


April  29,  1997 


The  development  of  culturally  sensitive  and  responsive  services  is  one  or"  the  major 
goals  for  our  field  and  association  in  the  coming  decade.  Learning  to  better  understand 
and  serve  persons  with  psychiatric  disabilities  from  all  walks  of  life  is  crucial  to  improving 
outcomes  and  quality  of  life.  Therefore,  over  the  course  of  a  number  of  years,  the 
IAPSRS  Multicultural  Diversity  Committee  has  developed  a  set  of  Principles  of 
Multicultural  Psychiatric  Rehabilitation  Services,  which  was  adopted  by  the  IAPSRS 
Board  of  Directors  on  June  17,  1996.  Enclosed  you  will  find  this  Principles  statement, 
prefaced  by  an  orientation  to  the  development  of  multiculruralism  in  this  country,  an 
introduction  to  the  Principles  statement  itself,  and  a  definition  of  multicuiruraiism  in 
human  services. 

We  suggest  that  you  read  these  materials  carefully,  as  they  are  taken  very  seriously 
by  our  association  at  ail  levels   This  is  a  document  to  share  with  all  of  your  staff, 
members,  and  board  members  We  encourage  you  to  consider  adopting  a  simiiar  set  of 
principles  for  your  agency.  These  principles  will  build  the  foundation  to  improve 
outcomes  for  folks  in  our  programs  by  attending  to  their  needs  and  strengths  in  the 
context  of  culture,  ethnicity,  gender  and  sexual  orientation.    The  committee  is  now 
engaged  in  the  follow  up  to  this  document  and  will  be  coming  out  with  a  set  of  standards 
and  indicators  for  Culturally  Competent  PSR  services  in  the  fall  of  1997. 

The  Committee  is  also  in  the  process  of  developing  a  series  of  subcommittees  to 
address  specific  cultural  issues   The  Women's  Subcommittee  has  beer,  functioning  for 
several  years  and  has  had  a  major  impact  on  our  training,  information  dissemination  and 
conference  activities  We  would  like  to  expand  this  success  to  subcommittees  for  African 
American,  .Asian,  Gay  and  Lesbian,  Latino  and  Native  .American  Cultural  Issues   If  you 
are  interested  in  serving  on  one  of  these  committees,  please  return  the  attached  Committee 
Response  Form.  Committee  meetings  are  heid  by  teleconference  and  participation  only 
requires  access  to  a  phone  and  a  willingness  to  work   This  is  a  great  way  tc  ge:  more 
involved  in  IAPSRS 
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MELTING  POT  TO  MULTICULTURAL 
SOCIETY 

We  must  acknowledge  anc  ur.derstana  that  we  are  undergoing 
a  monumental  paradigm,  shin  frem  America  as  a  meiiing  pot  to 
Amenca  as  a  multicultural  society 

The  rnelting-oot  paradigm  at  its  heigmin  tne  1950's  heid  that  new 
comers  and  peoDle  of  difference  wouid,  and  snould  assimilate 
into  tne  mainstream  of  Western  European  -  based  U.S.  culture. 
3u;  all  of  us  didn't  me!:.  We  lest  sometnmg  wnen  we  had  to 
cnange  our  names  or  drco  cultural  atneutes  that  were  uplifting 
and  healthy. 

The  struggles  to  change  the  paradigm  occurred  in  the  1980's. 
Political  correctness  is  one  maicr  signa,  of  the  paradigm  shift. 
Feooie  tcoay  are  much  oener  aoie  tc  talk  about  such  different 
face's  of  tnemseives.  Sucn  discussions  are  encouraged  now, 
wnereas'  they  were  avoioec  previously 

Some  of  the  key  issues  of  our  times  have  dearly  been  racism, 
sexism,  nomccnobia,  aoiesm,  anti-Semitism,  and  an  increasing 
amount  of  anti-Arabism.  If  we  are  going  :o  stay  the  course,  we 
must  constantly  expand  the  scoce  of  wna:  we  unoerstand  to  be 
discnmination  so  that  we  do  not,  in  the  liberation  of  one  group, 
allow  other  peooie  to  ce  victimized. 

In  the  United  States,  long  awaited  structural  cnange  nas  begun 
to  occur.  In  this  country,  the  era  of  coicr  and  gender  blindness, 
of  conformity  to  narrow  mcdeis  and  limited  vision  mercifully,  has 
begun  to  oass. 

There  are  immense  cr.aiienges  in  understanding  these  cnanges 
and  managing  tne  expansion  of  mciusiveness.  Most  importantly, 
individuals,  groups,  and  nations  are  in  a  volatile  penod  of 
redefinition.  Because  of  this,  danger  and  fragmentation  are 
broadly  perceived.  However,  fortnose  willing  to  assume  the  risk 
of  leadership,  a  golden  osychological  moment  has  ansen.  We 
can  accuire  and  model  a  new  vision  of  inclusion  or  watch  a 
retreat  sack  into  deadly,  all  consuming  tnbaiism.  (Adapted  from 
Pnce  Cobbs,  Promise  of  Diversity.  Cress  et.  al.  1S94) 

The  cultural  movement  of  tocay,  termed  multiculturaiism,  poses 
unicue  challenges  to  mentai  health  and  PSR,  SDecifically. 
Multiculturaiism  is  the  study  of  one's  own  culture  3nd  ethnicity  as 
the  basis  for  the  understanding  and  identifying  with  those  of 
others.  It  recognizes  and  values  diversity.  It  views  our  nation  as 
a  mosaic  rather  than  a  melting  pet.  Innerent  in  the  definition  is 
the  underlying  seiief  that  everyone  nas  a  culture,  not  just  persons 
often  Designated  by  governmental  bodies  as  "mmonties.' 
Belonging  to  one's  group  implies  tna:  tr.ere  are  values  about 
wnat  it  means  to  beiong  and  that  these  values  form  tne  basis  for 
tne  conscious  or  unconscious  decisions  made  regarding  the  roie 
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anc  importance  of  culture  in  zr.es  life  A  person  -ay  close  tc 
reiec:  nis/her  persona!  culture,  selectively  incorporate  ascects  of 
the  mainstream  culture.  :r  ceccme  bicultural 

Given  these  assumptions,  all  cenavior  occurs  within  a  cultural 
context.  A  "cultural"  .ens  is  aooiiec  with  which  to  view  the 
behaviors  and  lifestyies  of  ail  individuals  so  that  tne  deveooment 
of  multiple  Dersoectives  and  integration  of  broad  and  conflicting 
bodies  of  information  may  occur.  Initial  assumptions  aoout 
benavior  are  susoenced  in  favor  of  active  query  regarding  the 
client  and  family's  world  view  and  the  personal  meaning  of 
benavior  within  the  cultural  context  in  oroer  to  arrive  a;  sound 
judgements.  Clients  are  actively  prevented  from  inappropriately 
personalizing  problems  that  may  reside  more  within  the  system 
at-larce. 

Theory,  renabilitatior.  anc  treatment  interventions  are  often 
viewec  as  "cultural-bound"  ;Sue.  1992).  Througn  cultural 
flexibility  traditions  are  ooth  modified  and  taiicred  tc  maximize 
compatibility  with  the  cuents  ethnic  baexground,  wend  views, 
values,  beliefs,  anc  expectations  of  wna:  is  acceptable. 
Providers  and  programs  continuously  struggle  to  eliminate 
biases,  stereotypes  and  prejudice  wnicn  result  in  culturally 
destructive  or  ineffective  practices  and  structures.  (Peme!!- 
Arndid  &  Finley,  Bes:  Practices  IAPSRS,  1995) 


INTRODUCTION  TO  IAPSRS 
MULTICULTURAL  PRINCIPLES 

IAPSRS  has  incorporated  Multiculturaiism  as  integral  to  its 
pnilosoohy  anc  principles.  It  is  important  for  practitioners  and 
organizations  to  understand  and  implement  culturally  competent 
organization.  The  following  narrative  and  pnncoies  will  serve  as 
a  guide  for  attaining  this  goal. 

All  of  us  are  immigrants  in  this  land,  wnether  we  came  50  years 
ago,  400  years  age.  cr  dunng  prehistoric  times:  wnether  walking 
over  water  or  in  chains.  Eacn  migrant  group  has  brought  with  it 
a  culture  ncn  in  customs,  values,  traditions  and  celebrations  that 
helps  people  to  overcome  the  tnais  and  tribulations  that  the 
environment  has  in  store  for  eacn  of  us  If  we  study  anthropology 
and  aronaeolcgy,  we  cuickiy  ieam  that  though  civiiizaccn  may 
die.  culture  lives  on  in  people's  memories,  their  an  rrusic.  dance 
and  literature  only  :o  pe  rediscovered  and  celebrated  by  senders 
and  future  generations  (Pemeii-Amold  1991). 

IAPSRS  has  accotec  tne  basic  tenet  of  multiculturaiism  put  forth 
by  Paul  Peterson:  "Everyone  nas  an  ethnicity,  therefore  ever/ 
human  encounter  is  a  cross  cultural  encounter."  Culture 
develops  wnen  humans  share  a  common  perspective,  reality, 
problems  and  needs  Gecgracnic,  economic  and  political 
separation  fosters  tre  emergence  of  differences.  Frequently  bio- 
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physical,  psychological  and  sointuai  craractenstics  car,  continue 
and  interact  to  form  either  culture  or  ethnicity 

IAPSRS  accects  the  ccncect  of  muiticulturaiism  as  consistent 
with  a  basic  nolisnc  onentation.  Muiticulturaiism  cenotes  ;ne  full 
inclusion  of  the  individual  with  nis  or  ner  culture  and  differences. 
Diversity  is  a  limited  conceot  that  allows  for  o.nysical 
representation  of  differences  Put  no;  necessaniy  acccmmccation 
to  them. 

Practitioners  recognize  that  differences,  discnmmaticn  and 
isolation  continue  to  create  unique  situations  in  whicr.  culture 
mav  emerge.  The  cultures  of  ge.naer,  disability  or  sexual 
onentation  provide  sucpcrt,  secunry,  a  sense  of  belonging  and 
identity  simiiar  to  the  cultures  of  ethnic  heritage,  Peooie  are 
members  of  multiple  cultural  enclosures  (occuoatien,  class, 
neighborhood),  eacn  of  whicn  influences  beliefs,  vaiues  and 
behaviors.  The  conditions  of  somatization,  rejection,  and 
discnmination  are  addressee  as  nghts  violation  as  well  as 
barners  to  the  attainment  of  health  (Pemell-Amold.  1995). 

DEFINITION  OF  MULTICULTURALISM  IN 
HUMAN  SERVICES 

Multicultural  professionals  are  students  of  their  own  ethnicities 
and  cultures:  They  have  learned  to  understand  and  accec:  tneir 
hentage  both  personally  and  as  objectively  as  possible. 
Professionals  have  also  studied  other  cultures  and  deveccec  an 
appreciation  and  understanding  of  them.  Professionals  nave 
develooed  the  ability  to  cnange  persoectives  and  view  sfruaiions 
througn  the  lens  of  a  specific  etnniccuitural  grouo  in  order  to 
refine  and  modify  interventions  to  increase  comoatibiiity  win  the 
cultural/ethnic  group's  vaiues  and  expectations.  Professionals 
are  aware  of  their  own  and  others  biases,  sterectyces  and 
prejudices.  This  awareness  can  reduce,  eliminate  or  set  aside 
attitudes  interfenng  with  the  development  of  a  oosrove 
(theraoeutic)  working  relationship  with  clients. 

Multicultural  orofessionals  can  walk  in  the  snoes  of  otners  without 
tnpping.  They  car.  see  the  world  througn  many  cultural 
perspectives.  Each  of  us  lives  in  a  cultural  butoie.  A 
multiculturalist  can  ente'  another  cultural  bubble  without  cursting 
it  (Anita  Pemell-Amold  19S3  -  Revised  1995). 


PRINCIPLES  OF  MULTICULTURAL 
PSYCHIATRIC  REHABILITATION 
SERVICES 

IAPSRS  acceots  the  ccrcect  of  muiticulturaiism  as  consistent 
with  a  basic  holistic  onentation.  Muiticulturaiism  denotes  the  full 
inclusion  of  the  individual  with  nis  or  her  culture  and  differences. 
Diversity,  on  the  other  nar.c,  is  a  more  iimitec  concect  that  ailows 
for  physical  representative  of  differences  but  not  necessaniy 
accommodation  to  tnem. 

Principle  One:  Psycr.cscciai  rehaoiiitation  (PSP)  practitioners 
accept  that  every  indMcuai  has  an  ethnicity,  as  we!!  as  a  genoer. 
sexua!  onentation.  isvsi  of  ability/disability,  age  anc 
socioeconomic  status  tr.e'efcre.  they  view  every  human 
encounter  as  a  cross-cur.urai  encounter. : 

Tnis  pnncicie  assumes  an  acknowledgment  mat  rJture 
is  a  predominant  force  in  shaping  behaviors,  vaiues, 
and  institutions.  li  It  aiso  assumes  that  differences 
between  peccie  are  aporeciated  as  sources  of 
ennchment  anc  the  exoansion  of  solutions  avaiiabie  to 
soive  problems.  3y  acknowledging  this  principle, 
practitioners  -esoec:  the  unique,  culturally-defined 
needs  of  var.cus  cuen:  pooulations  5-18  and  believe  that 
diversity  with;",  cultures  is  as  imoortan:  as  diversity 
between  cultures.  :5-2c 


Principle  Two:  Practitioners  study,  understand,  accec!.  and 
appreciate  their  own  cultures  as  a  basis  tor  relating  :o  the 
cultures  of  otners. 

Tnis  princioie  :s  oased  on  the  belie?  tnat  cimicai  and/or 
rehabilitation  encounters  are  not  'objective'  or  'value- 
free.'  2,"a  in  other  words,  providers'  insights, 
suggestions,  and  treatment  aporoaches  with  clients 
naturally  grow  cut  cf  the  practitioners'  oerscna!  beliefs, 
values,  anc  socia.  ccsitions 21  Therefore,  rehabilitation 
practitioners  are  aware  of  their  own  wcric  views  and 
how  these  affect  their  aoproacnes  with  ciie.nts. 

Principle  Three:  PSP  crzfessionais  recognize  that  differences, 
discrimination,  and  isciavcn  continue  to  create  umaue  stations 
in  which  culture  may  emerge  Tne  cultures  cf  genaer.  disaonity. 
or  sexual  onentation  may  aiso  proviae  succot.  security,  a  sense 
of  belonging  and  icer.tT/.  simiiar  to  the  cultures  of  ethnic 
hentage.  The  conditions  of  somatization,  rejection,  and 
discnmmaticn  are  accessed  as  nghts  violations  as  we!!  as 
barners  to  the  attainment  cf  health.:: 
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Principle  Four  Practitioners  recccnze  'hat  though:  patterns  arc 
our  Behaviors  are  influenced  by  one's  world  view,  oi  which  there 
are  many.  Each  world  view  is  valid  and  influences  hew  clients 
perceive  and  define  problems,  perceive  and  judge  the  nature  of 
help  grven  and  solutions  developed 

Principle  Five:  Professionals  snow  respect  towarcs  clients  by 
accepting  cultural  preferences  wnicn  value  process  or  product, 
as  well  as  harmony  or  achievement,  within  one's  life.  *-""l!iU 
Practitioners  also  demonstrate  respect  by  appreciating  cultural 
preferences  which  value  relationships  and  mteroeDenaer.ee.  in 
addition  to  individuation  and  inceoenaence:: 

Principle  Six:  PSR  practitioners  accept  that  the  solution  to 
problems  are  to  be  sought  within  consumers,  their  families,  and 
their  cultures.  Alternatives  identified  by  practitioners  are  to  be 
offered  as  supplementary  or  educational. 

This  principle  views  natural  systems  (e.g.,  family, 
community,  church,  healers,  etc.)  as  pnmary 
/  mechanisms  of  support  for  many  populations. 
This  pnncipie  aiso  implies  that  practitioners  start  with 
clients'  'families,'  as  defined  by  eacn  culture  (i.e., 
nuclear,  extended,  and/or  Active),  as  the  pnmary  and 
preferred  point  of  interventions.  M0-1"°'  Finally,  this 
pnncipie  is  based  on  the  acknowledgment  that  oeople 
a/p.  served  in  varying  degrees  by  the  natural  system. 7' 

Principle  Seven:  Practitioners  apply  the  strengths/wellness 
approach  to  all  cultures. 

This  principle  is  based  on  the  fact  that  cultures  give 
warmth,  security,  and  a  sense  c'  belonging  and  identity 
to  the  individual.^'33  Under  this  pnncipie,  the 
practitioner  functions  with  the  awareness  that  the 
dignity  of  the  person  is  not  guaranteed  unless  the 
dignity  of  his/her  peode  is  preserved.1*  It  also 
recognizes  that  people  of  different  cultural/ethnic 
groups  have  to  be  at  least  bicultural.  whicn  in  turns 
creates  its  own  set  of  mental  health  issues,  sucn  as 
identify  conflicts  resulting  from  the  oemancs  to 
acculturate. 


Principle  Eight  Interventions  are  culturally  syntonic  and 
accommodate  culturally  oetermined  needs,  belief:,  and 
behaviors  Modalities  are  modified  in  order  to  oe  compatible  -with 
family/group  patterns  and  structures:  communication,  cognitive, 
behavioral,  and  learning  styles:  identity  development,  perceptions 
of  illness:  and  help-seeking  behaviors'^ 

Under  this  pnnciole.  the  practitioner  starts  with,  the 
'family.'  as  defined  by  eacn  culture  (i.e.,  nuclear, 
extenaed.  and/or  ficrjve;,  as  the  pnmary  and  preferred 
pom!  of  intervention,  -o^'3'  Sucn  interventions 
include  ciient  consent  and  cnoice  of  whicn  'family' 
memDers  are  to  be  involved  in  their  renabiiitancn 
process. 

Principle  Nine  Professionals  recognize  that  discnmmation  and 
oppression  exists  within  our  society:  these  take  many  forms, 
including  race,  etnmcity,  gencer.  sexual  onentation.  ciass 
disability,  age.  and  religion  ciscnmmationvppression.  PSR 
professionals  have  a  role  anc  responsibility  in  mmgating  the 
effects  of  these  'isms.'  advocating  not  only  for  access  to  the 
opportunity  and  resource  structure,  but  for  the  elimination  of  all 
'isms. ' 

This  pnncioie  rests  in  resoect  for  the  unique,  culturaiiy- 
defined  neeos  of  vanous  ciient  peculations.  It  aiso  is 
based  on  an  understanding  that  culturally  different 
clients  are  usually  best  served  by  persons  wno  are  oar; 
of  or  are  aware  and  knowledgeable  of  that  culture. 

Principle  Ten  PSR  practitioners  are  responsible  for  actively 
promoting  positrve  mtergroup  relations,  particulany  between  the 
consumers  in  their  programs  and  the  larger  community. 

Principle  Eleven:  Practitioners  engage  in  ongoing  cultural 
competence  u^ming  in  order  to  increase  their  knowieoge  and 
skills  of  appropnate  effective  cross-cultural  interventions. 
Professionals  are  committed  to  learning  aoout  problems  and 
issues  that  aoverseiy  and  disorcccnicnateiy  affect  the  vanous 
cultural  groups  with  wncm  they  worx. 
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STANDARDS  AND  INDICATORS  OF  MULTICULTURAL  PSYCHIATRIC 

REHABILITATION  SERVICES 


The  development  of  culturally  sensitive  and  responsive  services  is  one  of  the  major  goals  for  our  field  and 
association  in  the  coming  decade. 

Therefore,  Principles  of  Multicultural  Psychiatric  Rehabilitation  Services  were  adopted  by  the  Board  of 
Directors  in  1996  and  distributed  to  the  membership  eariier  this  year. 

In  June.  1997  the  Board  of  Directors  adopted  STANDARDS  and  INDICATORS  for  Multicultural  Psychiatric 
Rehabilitation  Services: 

STANDARDS  have  been  developed  to  guide  how  PSR  Services  respond  to  cultural  differences  and  issues. 
They  facilitate  programs  recognition  of  a  "'cultural  Context"  service  delivery  and  in  moving  toward  becoming 
culturally  and  ethnically  representative  of  the  communities  they  serve.  They  provide  a  basis  for  the 
development  of  goals  for  cultural  competence. 

INDICATORS  have  been  developed  to  guide  the  collection  of  data  and  information  that  will  track  and 
organizations  progress  toward  cultural  competence  standards  and  goals.  Each  organization  measures  its  own 
progress  in  relation  to  its  own  past  performance.  Indicators  are  not  based  on  universal  or  broad  based  statistical 
averages.  The  data  in  forms  the  organization  of  the  outcomes  of  multicultural  strategies  introduced  in  their 
operations. 

Please  review  these  materials  carefully.  We  encourage  you  to  share  the  Standards  and  Indicators  with  your  staff, 
members,  and  board  members.  We  recommend  that  you  provide  opportunities  for  dialogue  and  brainstorming  about 
their  applicability  or  lack  of  applicability  to  your  programs.  We  believe  that  these  tools  can  assist  you  in  tailoring 
a  •'multicultural  perspective*'  and  in  identifying  strategies  that  meet  the  unique  needs  of  your  environment. 
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Please  feel  free  to  forward  your  thoughts  about  and/or  your  experience  with  these  Standards  and  Indicators  to 
the  Central  Office  or  to  the  Multicultural  Diversity  Committee 


STANDARDS  FOR  CULTURALLY  COMPETENT  PSR  PROGRAMS 


•    Programs  collect  data  on  the  experiences  of'culturai/ethnic  groups  by  their  self  report. 

1.  The  numbers  of  bilingual,  bicuitural  staff  correspond  positively  to  the  specific  culrurai 
and  ethnic  groups'  presence  within  the  community. 

2.  The  percentage  of  the  clients  served  corresponds  proportionately  to  the  cultural  and  etiinic 
groups'  presence  within  the  community. 

3.  Frequent  referrals  are  made  by  ethnic  and  cultural  community  organizations,  families,  friends 
and  consumers. 

4.  Contacts  between  the  organization  and  community  leaders  and  groups  are  documented 
in  order  to  acquire  feedback  on  policies  and  programs  and  community  needs. 

5.  Culturally  harmonious  value,  mission  and  goal  statements  are  syntonic  with  groups  served, 
and  are  embodied  in  the  policies  and  procedures  under  which  the  organization  operates. 

6.  Varied  treatment  models  (traditional,  innovative  and  alternative)  are  available:  feedback  on 
the  appropriateness  and  effectiveness  of  these  models  is  solicited  from  the  community  and 
documented. 

7.  Concrete  services  (i.e.  housekeeping,  furniture,  appliances,  home  health  aid.  transportation, 
educational  programs  and  access  to  entitlement  programs  are  to  be  provided. 

8.  The  following  types  of  training  programs  are  provided,  sponsored  or  supported  by  the 
organization: 

a)  Psychiatric  rehabilitation,  knowledge,  attitudes  and  skills 

b)  Cultural  competence,  knowledge,  attitudes  and  skills;  and 

c)  Basic  and  advanced  skills  needed  to  work  in  the  organization. 

d)  Access  to  formal  educational  opportunities  that  will  lead  to  credentials  in  general  and 
specifically  for  ethnic  groups  (college/university  based). 

e)  Training  is  supported  by  reiease  or  compensatory  time,  CEU's.  or  formal  accreditation 
processes,  and/or  financial  support. 

9  Research  and  Evaluation  are  designed  to  identify  and  document  the  effectiveness  of  the 
programs  developed  to  implement  the  mission.  Most  important  criteria  of  success  are  the 
reduction  of  drop-outs,  crises,  emergencies  and  rehospitalizations  of  the  group(s)  being  served. 
A  second  set  of  criteria  are  the  expansion  of  the  social  support  network.  The  last  set  are  based 
on  access  to  the  opportunity  structure.  Note:  Data  are  kept  by  the  self  report  of  the  cultural, 
racial  ethnic,  religious  and  gender  orientation  or  identify  groups,  i.e.  the  number  of  persons 
providing  and  receiving  various  types  of  support. 


KEY  CULTURAL  INDICATORS/OUTCOMES  FOR 
PSR  PROGRAMS 

1.  Inclusion  of  culturally  competent  conceots  in  organizations  mission  statements,  policies,  procedures 

and  practices. 

2.  Inclusion  of  cultural  competence  standards  and  indicators  in  organizations  research  and  evaluation 

programs. 

3.  Inclusion  of  cultural  competence  training  programs  in  organizations  operations. 

4.  Quantity  and  quality  of  support  given  to  the  staff  from  under-represented  target  populations. 

5.  Increased  bilinguai/bicuitural  staff  from  target  ethnic  and  cultural  groups. 

6.  Increased  Volunteers.  Board,  and  Staff  from  the  ethnic  and  cultural  target  groups. 

7.  Increased  number  of  Chapters,  Agencies,  and  staff  that  attend  multicultural  activities,  conferences  and 

seminars. 

8.  Increased  number  of  clients  served  from  ethnic  and  cultural  target  groups. 

9.  Increased  self,  family  and  community  referrals  from  ethnic  and  cultural  target  groups. 

10.  Reduction  of  drop-out  rates,  emergencies  and  ^hospitalizations  in  target  ethnic  and  cultural  groups 
and  agencies. 

11.  Increased  documentation  of  advocacy  activities;  specifically  against  cultural,  sexist,  ethnic,  and 
disability  discrimination. 

12.  Increased  meetings  between  agency  representatives  and  cultural  and  ethnic  community  leaders. 

13.  Increased  family,  especially  extended  family  as  defined  by  the  cultural  or  ethnic  group,  involvement 
in  the  rehabilitation  process. 

14.  Services  and  brochures  are  language  appropriate. 

15.  The  agency  environment  reflects  the  surface  culture  of  the  target  ethnic,  cultural  group(s)  served. 

16.  Increased  number  and  type  of  multicultural  activities  that  occur  in  the  agency. 

17.  Increased  number  and  type  of  culturally  appropriate  modalities,  alternative  approaches  and 
innovative  methods  (cultural  deep  structure). 


Homosexuality 

Institute  #15  A  Day  to  be  Gay:  Stigma.  Mental  Health  and  HP// AIDS  (Monday) 


Elderiv  Issues 

Workshop  And  the  Beat  Goes  On  [Elderly]  (Wed  10:30) 

The  Conference  is  being  heid  June  9  thorough  13  in  Vancouver,  British  Columbia- 
Institutes  are  intensive  training  sessions  which  may  last  2  days,  1  day  or  1/2  a  day. 
Forums  are  1  1/2  hour  opportunities  to  discuss  issues  with  leaders  in  IAPSRS.  And 
workshops  are  1  1/2  hour  sessions  highlighting  programs  and  practice.  If  you  would  like 
more  information  on  the  Conference,  contact  the  IAPSRS  office  at  (410)  730-7190. 

Integrating  a  sensitivity  to  the  cultural  diversity  of  the  people  in  your  program,  of  your 
staff,  and  of  your  community,  is  a  life  long  process.  Be  sure  you  and  your  staff  are  on  the 
way.  Finally  IAPSRS  would  like  to  express  our  thanks  Anita  Pernell-Amold  and  Jessica 
Jonikas  who  were  instrumental  in  the  development  of  these  principles  and  to  the  hard 
working  and  dedicated  members  of  the  Multicultural  Diversity  Committee  who  have  given 
generously  of  their  time  for  many  years: 

Ed  Sims  (New  Jersey),  Chair 
Richard  Graham  (North  Carolina) 
Dennis  Jacobs  (Michigan) 
Jessica  Jonikas  (Illinois) 
Ruth  Hughes  (Maryland) 
Donald  Naranjo  (New  Mexico) 
Esther  Onaga  (Michigan) 
Anita  Pernell-Amold  (Pennsylvania) 
Maria  Sardinas  (California) 
John  Woods  (New  Jersey) 


Appendix  C 

"Culturally  Competent  Evaluation  of  Outcomes 
in  Systems  of  Care  for  Children's  Mental  Health" 


Exploring  the  Intersection  between  Cultural  Competency  and  Managed  Behavioral  Health  Care  Policy 
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Culturally  Competent  Evaluation  of 
Outcomes  in  Systems  of  Care  for 
Children's  Mental  Health 


Children's  meotai  health 
systems  serve  an  increasing 
proportion  of  children  and 
families  from  underserved  minority 
populations.  Minority  children  and 
adolescents  are  often  a  significant 
proportion  of  the  population  who 
receive  public  mental  health  and 
substance  abuse  services.  If  such 
systems  are  to  effectively  serve  this 
growing  proportion  of  their  clients,  the 
impact  of  culture  and  cultural  differ- 
ence must  be  examined.  Culture 
clearly  governs  normal  and  dysfunc- 
tional behavior  and  disturbance, 
including:  the  definition  of  symptom 
threshold  (how  much  is  too  much,  and 
what  is  a  pathological  level),  the 
threshold  for  distress  and  seeking 
services,  the  understanding  and 
attribution  for  disturbances  of  behav- 
ior and  emotions  (religious,  supernatu- 
ral, spiritual,  interpersonal,  physical/ 
biological,  etc.),  coping  strategies  and 
help-seeking  behaviors,  attitudes 
about  illness  and  receiving  services 
(including  stigma  and  attitudinal 
barriers  to  accessing  services),  and 
culturally  prescribed  services  (ceremo- 
nies.rituals,  intervention  approaches). 
Culture  also  defines  functional 
capacity,  the  roles  which  individuals 
serve  daily,  and  the  behaviors  which 
are  considered  adaptive  for  different 
roles  (Pumariega,  et  al.,  1992). 

The  concept  of  culturally  compe- 
tent systems  of  care  for  children  with 
serious  emotional  disturbances  was 
developed  in  the  monograph  au'hored 
by  Cross,  Bazron.  Dennis,  and  Isaacs 
(1988).  They  define  cultural  compe- 


tence as  the  ability  to  serve  individuals 
of  diverse  cultural  backgrounds.  This 
implies  valuing  cultural  diversity, 
understanding  how  it  impacts  on 
normal  functioning  and  problems 
during  disease/disorder,  and  adapting 
service  delivery  system  to  meet  the 
needs  of  culturally  diverse  children 
and  their  families.  Cultural  compe- 
tence principles  need  to  be  applied  in 
outcome  evaluation  for  it  to  be 
effective  and  unbiased  in  relation  to 
the  populations  being  served.  The 
cultural  "blindness"  approach  which 
has  characterized  the  field  of  evalua- 
tion has  kept  us  from  identifying 
important  differences  in  needs  and 
orientation  to  service  utilization  across 
ethnic  groups.  Outcome  evaluations 
that  are  culturally  competent  are 
essential  to  gather  information  that  can 
make  programs  more  clinically-  and 
cost-effecnve.  The  following  sections 
outline  important  aspects  of  the  design 
and  implementadon  of  culturally 
competent  outcome  evaluation. 

Defining  Program 
Characteristics 

An  evaluation  design  for  either  a 
program  or  a  system  of  care  begins 
with  defining  consumer/population, 
process,  and  outcome  characteris- 
tics. This  gives  the  evaluation  the  data 
it  needs  to  answer  the  key  quesnons  of 
which  interventions  work,  for  whom, 
and  how. 

Consumer/population  charac- 
teristics include  information  about 
race  and  ethnicity  as  weil  as  other 


demographic  charactensocs  that  often 
interact  with  culture,  such  as  gender, 
age,  socioeconomic  status,  and 
urbanicity.  Relating  these  characteris- 
tics to  the  geographic  region  being 
served  sheds  light  on  factors  that 
influence  service  delivery  such  as  the 
proximity  of  the  population  to  natural 
stressors  and  physical  access  to 
services.  If  there  are  significant 
culturally  diverse  populations,  it  is 
useful  to  know  bow  the  target  popula- 
tions compare  to  the  prevailing 
community  population.  * 

Program  characteristics  are  also 
key  in  designing  an  evaluation.  The 
philosophy  of  the  program  or  system 
determines  the  service  model  and  the 
associated  process  characteristics  to  be 
examined.  Process  characterisacs  can 
include  type  and  frequency  of  inter- 
ventions, length  of  stay,  attainment  of 
individual  treatment  goals  in  care 
plans,  staff  involved  in  interventions, 
and  behaviors  that  change  as  a  result 
of  applying  interventions.  Culturally 
relevant  process  questions  include: 

•  How  does  program  philosophy 
relate  to  staffing  composition, 
including  the  distribution  of 
professional  disciplines  and 
their  ethnic  composition? 

•  Is  effective  cultural  competence 
training  available  for  staff  and 
how  does  it  impact  program 
philosophy? 

continued  on  page  3 
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FROM     THE  DIRECTOR 

Cultural  Competence  in  Program  and  System  Evaluation 


New  developments  such  as  managed  care,  inte- 
grated services,  and  privatization  are  radically 
changing  children's  mental  health,  and  are  ac- 
companied by  increased  emphasis  on  outcomes  account- 
ability. One  pillar  of  system  accountability  is  the  expec- 
tation that  evaluations  be  conducted  to  assess  the  impact 
such  system  changes  have  on  the  children  and  families 
who  use  the  services. 

The  child  and  family  consumers  of  public  mental 
health  services  are  becoming  more  diverse,  and  stakehold- 
ers are  talcing  more  active  roles  in  planning  and  imple- 
menting evaluations.  Consequently,  evaluations  will  need 
to  include  greater  accountabil- 
ity for  evaluation  methodolo- 
gies that  respond  to  diversity 
issues. 

Stakeholders'  interest  in 
evaluation  designs,  method- 
ologies, and  tools  that  provide 
program  planners  with  valid 
and  meaningful  information 
about  all  children  and  families 
is  increasing.  Methodologies 
must  capture  the  experiences 
of  diverse  consumers.  Those 
that  fail  to  do  so  and  allow  cer- 
tain experiences  to  "fall 
through  the  cracks"  are  likely 
to  be  challenged. 

The  Technical  Assistance 
Center  is  working  to  identify 
evaluation  strategies  and 
methods  that  are  sensitive  and 
responsive  to  the  cultural  vari- 
ables of  specific  targeted  populations.  There  is  a  need  for 
ideas  and  technologies  that  can  make  evaluations  more 
useful  to  understanding  the  full  range  of  needs,  mental 
health  issues,  patterns  of  use,  barriers  and  outcomes  re- 
garding all  children  and  families  using  mental  health  sys- 
tems. 

This  TABrief  examines  strategies  that  can  make 
evaluations  more  responsive  to  issues  of  diversity  in 
children's  mental  health.  Such  strategies  strive  to  apply 
cultural  competence  principles  to  mental  health  program 
and  system  evaluation.  We  hope  that  the  information 
provided  will  be  useful  to  administrators,  providers,  par- 
ents, evaluators  and  other  stakeholders  who  intend  to  at- 


Stakeholders '  interest  in 
evaluation  designs, 
methodologies,  and  tools 
that  provide  program 
planners  with  valid  and 
meaningfid  information 
about  all  children  and 
families  is  increasing . 


tend  to  cultural  variables  when  planning  or commissiooing 
evaluations.  The  debate  needs  to  include  these  critical 
dimensions. 

Attending  to  cultural  issues  may  require  that  we  "rein- 
vent" certain  aspects  of  evaluation .  To  identify  the  changes, 
adaptations,  and  innovations  required  to  advance  the  field 
of  evaluation  toward  increased  responsiveness  to  cultural 
diversity,  collaborations  and  opportunities  for  coleaming 
must  expand.  Dialogues  that  can  enrich  the  field  of  evalu- 
ation by  integrating  input  from  numerous  sources  are 
needed.  Listening  to  diverse  stakeholders,  attending  to  in- 
novations in  evaluation  technology  that  show  promise  in 
capturing  the  experiences  of  di- 
verse children  and  families, 
and  transferring  knowledge 
from  relevant  disciplines  (e.g. 
socio-political  history,  cross- 
cultural  psychology,  qualitative 
research,  sociology  and  eth- 
nography) will  help. 

As  progress  is  made  in 
these  arenas,  stakeholders  will 
be  more  informed  participants 
in  and  consumers  of  evalua- 
tion. Evaluation  teams  will  be 
better  prepared  to  formulate 
relevant  questions ,  identify  key 
issues  and  variables,  and  use  or 
develop  methodology  that  will 
fit  diverse  populations.  Evalu- 
ations will  create  informative 
and  relevant  connections  be- 
tween cultural  variables  and 
mental  health  outcomes.  De- 
signs, instruments,  and  data  collection  strategies  will  be- 
come more  inclusive  as  biases  are  recognized  and  mini- 
mized. 

We  hope  that  the  information  presented  in  this  TABnef 
is  useful  to  you .  Please  tell  us  about  your  own  experiences 
in  adapting  or  developing  evaluation  methodologies  respon- 
sive to  diversity  issues.  Here  at  the  Technical  Assistance 
Center  we  are,  as  always,  interested  in  hearing  your  com- 
ments, reactions,  and  suggestions. 


Chrisnna  Crowe. 
Director 
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•  How  does  program  philosophy 
compare  and  interact  with  the 
cultural  values  of  the  target 
population,  such  as  emphasis  on 
spirituality,  individual  versus 
family  on  en  tan  on,  and  assign- 
meat  of  clients  to  different 
therapeutic  modalities?  This 
may  include  traditional  healing 
approaches  (religious  ceremo- 
ojes,  rituals,  specific  cultural 
interventions  such  as  sweat 
lodges,  or  community  interven- 
tion), and  which  clients  benefit 
from  such  interventions  as 
opposed  to  Western  approaches. 

•  What  are  the  points  of  entry  into 
the  program  and  the  barriers  to 
accessing  care?  How  do  those 
relate  to  the  clients'  cultural  and 
socioeconomic  needs? 

Outcome  characteristics  in 
evaluation  usually  involve  symptom 
change,  functional  change,  safety, 
cost,  community  tenure  and  level  of 
restrictiveness,  and  consumer/ family 
burden  and  satisfaction.  Culturally 
related  outcome  questions  include: 

•  How  do  outcomes  differ  across 
cultural,  racial,  or  ethnic 
groups? 

•  What  outcomes  are  expected 
from  the  program  and  how  do 
they  compare  to  the  functional 
expectations  of  individuals  of 
the  cultures/ethnicities/socioeco- 
nomic  status  being  served?  (For 
example,  if  emotional  separation 
and  autonomy  is  an  important 
program  outcome,  is  this 
appropriate  for  a  cultural  group 
for  which  multigenerational 
closeness  is  the  norm?) 

•  How  does  the  program  relate  to 
the  community  organizations/ 
leadership  that  represent 
minority  groups  served? 
(Windle.  Jacobs,  &  Sherman, 
1986) 


Participation  by 
the  Community  and 
Providers/ Agencies 

Staff,  child,  and  family  participa- 
tion must  be  fostered  in  order  to 
evaluate  a  program  or  system  of  care. 
Minority  community  members  often 
are  not  enthusiastic  about  evaluation 
because  of  prior  negative  expenences. 
There  is  also  mistrust  about  whether 
research  will  be  used  as  a  tool  of 
government  agencies,  immigration, 
social  services/child  welfare  agencies 
for  custody  termination  or  termination 
of  benefits.  Research  methodology 
sometimes  conflicts  with  cultural 
values,  tradition,  and  accepted  means 
of  communication  of  sensitive 
information.  Staff  may  fear  that 
evaluation  might  frighten  families 
away  from  services. 

A  number  of  approaches  can  be 
used  to  engage  the  cooperation  of 
minority  children  and  families. 
Seeking  out  advice,  input,  and 
endorsement  from  leaders  and  elders 
in  the  minority  community  is  quite 
effective,  both  in  building  trust  and  in 
informing  the  selection  of  instruments, 
methods,  and  procedures.  Recruiting 
evaluation  assistants  from  the  commu- 
nity builds  in  community  involvement 
and  expertise.  Cultural  competence 
training  for  staff  as  outcome  evalua- 
tion is  introduced  can  heighten 
awareness  for  the  need  to  examine 
cultural  diversity  issues.  Informed 
consent  procedures  must  also  be  easily 
understood  and  should  involve 
appropriate  family  members  indicated. 

Evaluation  Design 
and  Sampling 

The  nature  of  the  actual  design 
chosen  has  significant  implications  for 
culturally  diverse  groups. 

•  Pre-post  or  multiple  baseline 
designs  are  commonly  used. 
However,  culturally  diverse 
populations  served  frequently 


change  over  time  for  reasons 
other  than  interventions  pro- 
vided, such  as  exposure  to 
mainstream  culture,  generaaonal 
change,  and  signal  events  in  me 
life  of  the  community 
(Szapocznik.  Scopena,  &  King, 
1978).  It  is  important  to  monitor 
such  intervening  changes  when 
using  these  designs. 

•  Single  case  methodology  which 
tracks  ratings  of  selected  target 
behaviors  before  and  after 
intervention  to  determine  effects 
is  useful  in  evaluations  involv- 
ing groups  which  have  only 
small  numbers  of  people 
available. 

•  Experimental  designs,  where 
clients  are  randomly  assigned  to 
different  interventions,  are  often 
considered  the  "gold  standard" 
scientifically.  However,  these 
studies  are  hard  to  implement  in 
the  real  world  of  service 
provision.  Ethical  questions 
may  come  up  when  one  group  is 
receiving  an  intervention  that  is 
obviously  less  worthwhile,  and 
this  reinforces  suspicions  in 
ethnic  minority  clients. 

•  Longitudinal  designs  following 
a  cohort  of  clients  over  time  to 
measure  outcome  can  be  useful. 
Theu  drawback  is  that  some 
behavioral  changes  may  be 
specific  to  certain  "cohort" 
groups  if  they  share  many  life 
experiences  in  common,  and 
may  be  hard  to  generalize  to 
other  groups. 

Sampling  from  culturally  diverse 
groups  must  assure  that  the  racial/ 
ethnic,  socioeconomic,  age,  and 
gender  composition  of  any  sample 
reflects  the  service  population. 
Oversampling  or  stratification  of 
samples  may  be  necessary  if  the 
samples  of  culturally  diverse  individu- 
als are  too  few  in  number  to  be 
representative. 
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Measurement  Strategies 

Selection  of  instruments  and 
measurement  strategies  introduces 
many  cultural  considerations.  Few 
instruments  are  appropriate  for  use 
across  different  cultural  groups,  and 
some  have  subtle  but  distinct  cross- 
cultural  biases  (Pumariega,  HoLzer  & 
Swanson,  1991).  Instruments  being 
used  or  compared  across  cultural 
groups  should  have  these  characteris- 
tics: 

•  Conceptual  equivalence  -  the 
same  theoretical  construct  is 
being  measured  across  different 
cultures  (e.g..  parental  role 
function  is  defined  the  same  in 
all  the  groups  being  studied). 

•  Semantic  equivalence  -  both 
translation  across  language  as 
well  as  idioms  and  expressions 
of  the  groups  being  studied  are 
accounted  for  (e.g.,  the  Anglo 
term  feeling"blue"  does  not 
have  meaning  for  Hispanics,  and 
has  a  historical  context  for 
African-Americans). 

•  Content  equivalence  -  the 
content  of  each  item  in  the 
instrument  is  relevant  to  the 
phenomenon  being  studied  in 
that  culture.  For  example,  the 
concept  of  being  "put-upon" 
may  not  have  an  equivalent 
expression  in  another  culture. 
Lack  of  familiarity  with  clinical 
jargon  and  different  understand- 
ing of  symptoms  and  culturally- 
bound  syndromes  (e.g.,  schizo- 
phrenia versus  being  possessed) 
must  be  taken  into  account.  It 
may  be  necessary  to  include 
descriptors  of  illness  or  behav- 
iors in  questions. 

•  Criterion  equivalence  •  the 
variable  measured  is  interpreted 
based  on  the  norms  for  that 
culture  (e.g.,  the  level  of 
depression  and  the  cut-off  for 


significant  depression  is  based 
on  the  normative  response  for 
that  culture).  Measures  of 
symptoms  or  behaviors  need  to 
account  for  culturally  deter- 
mined thresholds  of  dysfunction 
within  the  community.  It  may 
be  necessary  to  develop  different 
cut-off  scores  for  different 
ethnic  groups  using  culturally- 
specific  normanve  samples. 

•  Methodological  equivalence  • 

methods  of  assessment  and  data 
collection  yield  comparable 
responses  across  cultures.  For 
example,  it  is  a  problem  if  some 
groups  are  more  open  in  self- 
administered  questionnaires, 
while  others  prefer  interaction 
with  an  interviewer. 

A  problem  which  periodically 
arises  is  whether  to  use  instruments 
specific  to  one  culture  or  cross- 
cultural  instruments.  Mono-cultural 
instruments  may  be  necessary  when 
specific  aspects  of  a  culture  are  being 
evaluated  as  a  variable  in  the  impact 
of  a  program,  such  as  ethnic  pn.de/ 
ethnic  identification  in  a  particular 
culture.  Instruments  that  can  measure 
constructs  across  cultures  are  neces- 
sary when  making  comparisons  across 
cultural/ethnic  groups.  It  may  be 
necessary  to  develop  parallel  versions 
of  instruments  that  are  specific  for 
different  groups. 

Qualitative  approaches,  such  as 
open-ended  questions,  interviews,  or 
observations,  may  be  useful  in 
eliciting  important  perceptions  or 
am  aides  without  the  limits  imposed  by 
rating  instruments.  These  approaches 
often  are  very  compatible  with  cultural 
values  and  means  of  transmission  of 
information  in  communities. 

The  measurement  of  cultural 
identification  and  cultural  value 
orientation  presents  particular  chal- 
lenges. The  construct  most  commonly 
endorsed  in  the  cross-cultural  mental 
health  field  is  that  of  biculturality  or 
multiculturaiity,  i.e.,  culturally  diverse 
individuals  by  necessity  are  bi -cultural 


or  mula -cultural  in  order  to  adapt 
successfully.  The  domain  of  cultural/' 
ethnic  identification  must  allow  for 
this  construct,  and  must  take  into 
arcrunt  a  number  of  domains,  such  as 
self-identificaoon.  relational  patterns, 
(friends,  to  ornate  relations,  etc.), 
culturally  related  traditions  and 
preferences  (clothing,  foods,  tradi- 
tions, language,  media,  etc.),  and 
cultural  value  orientation.  For  many 
children  and  families,  the  measure  of 
concrete  behaviors  or  activity  orienta- 
tions are  a  valuable  means  of  assess- 
ing cultural  identificanon.  These 
include  simple  activities  such  as  the 
amount  of  rime  spent  with  family, 
religious  activity,  and  time  spent 
exposed  to  the  media  (Pumariega,  et 
al.,  1992). 

Use  of  databases  and 
clinical  records 

Clinical  or  agency  databases  may 
be  important  information  sources  for 
outcome  evaluation.  However,  there 
are  often  problems  with  the  raring  of 
ethnic/racial  identification  in  data- 
bases. Often  clinicians  do  not  ask 
race/ethnicity  directly,  but  infer  it  from 
appearance  or  surnames !  Problems 
often  occur  with  the  coding  categories 
used  for  cultural  and  ethnic  groups, 
with  insufficient  or  unclear  categories 
(e.g.,  a  single  Hispanic  category  or 
Asian/Pacific  Islander  combined). 
There  are  also  problems  with  the 
coding  of  much  culturally-related 
information  in  databases,  such  as 
socioeconomic  status,  diagnosis,  and 
service  utilization  information.  It  may 
be  important  to  develop  rational 
coding  categories  for  clinical  database 
information,  with  instruction  for 
clinical  staff  or  other  staff  entering 
information.  Racial/ethnic  bias  in 
clinical  diagnosis  is  well  documented, 
especially  by  clinicians  not  familiar 
with  the  culture  (Kilgus,  Pumariega,  & 
Cuffe,  1995),  so  that  these  data  might 
have  limited  utility.  It  may  be  more 
valuable  to  have  clinicians  rating  the 
presence  of  symptoms  reported  by  the 
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base  of  objecaviry  and  is  oot  contami- 
nated by  the  biases  of  classification 
systems. 

Conclusions 

Tbe  practice  of  culturally  compe- 
tent outcome  evaluation  needs  to  be 
greatly  developed  given  tbe  culturally 
diverse  nation  in  which  we  live  and 
the  different  needs  of  culturally 
diverse  children  and  their  families. 
Such  evaluation  is  crucial  in  support- 
ing the  need  for  and  effectiveness  of 
culturally  competent  programs  and  for 
special  programs  with  a  focus  on 
particular  cultural  populations.  Tbe 
imperatives  for  cost  effectiveness  and 
clinical  effectiveness  which  have  been 
promoted  by  the  trans  moo  to  managed 
systems  of  care  may  actually  promote 
the  development  of  higher  levels  of 
cultural  competence  in  c  o  mm  unity - 
based  systems  of  care.  Culturally 
competent  care  may  well  be  the  most 
cost-effecnve  and  clinically-effective 
care. 

Andres  J.  Pumariega.  MX). 
Professor  and  Vice  Chair 
Department  of  Neuropsychiatry. 
University  of  South  Caroiina  Scliool 
of  Medicine  and  South  Carolina 
Department  of  Mental  Health 
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LESSONS     FROM     THE  FIELD 


Conducting  Culturally 
Appropriate  Evaluations 

Dr.  Regenia  Hicks,  Deputy  Director,  Child  and  Adolescent  Services,  Harris 
County  Department  of  Mental  Health  and  Mental  Retardation,  Houston,  TX 
and  Dr.  Ford  Kuramo to, National  Director, National  Asian  Pacific  American 
Families  Against  Substance  Abuse,  Inc.  Los  Angeles,  CA  were  interviewed  to 
learn  what  experienced  practitioners  identify  as  key  issues  in  designing  and 
conducting  culturally  competent  evaluations. 


Dr.  Hicks  and  Dr.  Kuramoto 
agree  that  evaluating  pro 
grams  serving  culturally 
diverse  populations  requires  more 
than  good  technical  methodology. 
Each  culture  has  unique  characteris- 
tics that  influence  bow  people 
experience  need,  seek  assistance,  and 
accept  treatment.  In  a  culturally 
appropriate  evaluation  these  cultural 
characteristics  are  acknowledged, 
incorporated,  and  used  to  draw 
evaluative  conclusions  about  services 
and  programs. 

Consumer/Population  Characteris- 
tics: Having  an  "ethnographic  sense" 
of  the  population(s)  being  served  is 
the  pivotal  component  of  planning  a 
culturally  appropriate  evaluation. 
Obtaining  this  ethnographic  sense  is 
much  like  putting  together  a  puzzle; 
identifying  the  border  pieces  gives 
you  a  sense  of  what  you  can  expect 
from  the  interior  of  the  puzzle.  The 
border  pieces  of  the  ethnographic 
puzzle  include  understanding  who  is 
being  served,  as  well  as  how  they  are 
being  served,  and  by  whom  they  are 
being  served. 
However,  as  Dr.  Hicks  notes,  it  is 
not  enough  to  know  who  is  being 
served;  one  must  also  look  at  who  is 
not  being  served.  Additional  puzzle 
pieces  include;  identifying  the 


subgroups  thai  exist  within  the  greater 
population  (e.g.,  Cubans  versus  Puerto 
Ricans);  learning  bow  these  groups  fit 
into  society  fie.,  are  they  immigrants 
or  refugees);  identifying  the  mental 
health  related  beliefs  and  customs  of 
the  group(s);  learning  the  social 
history  of  these  groups;  and  determin- 
ing what  they  want  out  of  the  evalua- 
tion. Drs.  Hicks  and  Kuramoto  both 
believe  that  having  an  understanding 
of  the  population(s)  under  study 
provides  the  evaluator  with  a  frame  of 
reference  from  which  to  set  up  the 
tools  and  mechanisms  needed  to 
complete  the  evaluation.  These  tools 
and  mechanisms  involve:  laying  aside 
one's  own  assumptions  and  biases 
about  the  population(s)  under  study; 
determining  what  outcomes  or 
indicators  are  appropriate  evaluative 
measures;  gathering  or  developing 
culturally  relevant  data  collection 
instruments;  and  setting  forth  the  data 
collection  methods. 

Measurement  and  Data  Collection: 
Development  of  data  collection 
instruments  and  the  questions  used  in 
the  instruments  to  collect  data  can  be 
the  greatest  downfall  when  dealing 
with  culturally  diverse  populations. 
Dr.  Kuramoto  emphatically  states  that 
"it  is  not  sufficient  to  simply  translate 
an  instrument  from  one  language  to 


another—  there  are  variations  in 
language  style,  syntax,  and  imagery 
that  convey  very  different  meanings." 
Additionally,  the  format  of  questions 
must  be  adapted  to  each  population 
because  words  and  phrases  connote 
different  ideas  to  different  popula- 
tions. For  example.  African  Ameri- 
can  children  tend  to  have  pseudo- 
kinship  relationships  with  adults  who 
are  not  genetically  related  to  them. 
Dr.  Hicks  states  that  this  cultural 
behavior  is  important  when  asking 
children  who  their  parents  are  versus 
who  raised  them.  She  states  for  many 
African  American  children,  the 
people  who  raised  them  may  not  be 
their  biological  parents  and  some 
children  may  not  have  a  biological 
relationship. 

Finally,  a  culturally  appropriate 
evaluation  adapts  data  collection 
styles  to  cultural  behaviors  character- 
istic of  each  population.  For  ex- 
ample, according  to  Dr.  Hicks,  many 
individuals  of  Southeast  Asian 
descent  find  direct  eye  contact  with 
another  individual  unacceptable, 
aggressive  behavior.  The  interviewer 
must  be  careful  not  to  interpret  this 
culniral  characteristic  as  an  indicator 
of  deceit  or  noncompliance.  While 
speaking  is  extremely  important  to 
the  "American"  culture.  Native 
Amen  Kin*;  value  listening  skills. 
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African  American  children  tend  to  have  pseudo-kinship 
relationships  with  adults  who  are  not  genetically  related  to 
them  ...  this  cultural  behavior  is  important  when  asking  a 
child  who  their  parents  are  versus  who  raised  them. 

Dr.  Regenia  Hicks 

Deputy  Director, 

Child  and  Adolesceat  Services. 

Hams  County  Department  of  Mental  Health  and  Mental  Retardation 
Houston,  TX 


Therefore,  they  are  less  likely  to 
interject  information  into  the  inter- 
view. Instead,  they  are  more  likely  to 
listen  to  the  interviewer,  reflect  on 
what  the  interviewer  said,  and  then 
render  a  comment  or  answer.  The 
interviewer  must  be  careful  not  to 
mistake  this  cultural  behavior  for 
disinterest. 

Data  Interpretation  and  Analysis: 
Having  a  point  of  reference  from 
which  to  analyze  and  interpret 
collected  data  is  extremely  important 
when  working  with  diverse  popula- 
tions. Both  Drs.  Hicks  and  Kuramoto 
suggested  putting  in  place  a  "cadre  of 
community  leaders'*  who  can  act  as  a 
"sounding  board  throughout  the  entire 
evaluation  process."  This  group  can 
help  the  evaluators  address  such 
problems  as:  gaining  access  to 
valuable  resources;  interpreting 
language  gaps;  and  providing  the 
social  and  cultural  context  within 
which  the  data  should  be  interpreted 
and  analyzed. 

The  context  within  which  data 
should  be  analyzed  and  interpreted  is 
critical.  Without  mis  understanding, 
an  evaluator  is  likely  to  reach 
erroneous  conclusions  about  services, 
programs,  systems  or  population 
needs.  For  example.  Dr.  Kuramoto 
notes  that  two-thirds  of  all  Asian/ 
Pacific  Island  children  are  new 
arrivals;  that  many  of  these  children 
are  bi-cultural  and  are  being  raised  by 
traditional  parents.  The  conflict 
between  a  child  growing  up  in  a  more 
permissive  society  with  parents  who 
are  accustomed  to  less  permissive 
cultural  mores  can  create  a  great  deal 
of  stress,  depression,  and  accultura- 
tion-related problems.  Not  under- 
standing that  such  a  conflict  exists  in 
a  child's  borne  can  lead  to  mistaken 
service  recommendations. 

Furthermore,  an  evaluator  must  be 
sensitive  to  societal  biases  that 
influence  how  minorities  access 
mental  healthcare.  For  Dr.  Hicks  a 
prime  example  is  the  experience  of 
African  American  youth  who  are 


more  likely  to  come  to  the  attention  of 
the  juvenile  justice  system  than  the 
mental  health  system.  Finally, 
evaluators  must  acknowledge  that 
there  exists  a  level  of  mental  health 
need  in  immigrating  populations  that 
may  not  be  manifested  in  traditional 
ways,  may  not  appear  for  years,  or 
may  be  hidden  from  view.  Under- 
standing the  level  of  need  and  the  way 
in  which  the  need  is  manifested  is 
critical  if  the  evaluator  is  to  under- 
stand the  true  worth  of  a  service  or 
program.  For  example,  Asian  women 
and  girls  during  the  course  of  immi- 
gration may  have  been  raped.  These 
women  may  feel  shame  not  only  from 
the  experience  but  also  from  cultural 
mores  that  hold  women  responsible 
for  rape.  Even  if  they  seek  treatment, 
these  women  and  giris  may  hide  their 
real  feelings  and  fears  out  of  the  belief 
that  the  mental  health  worker  will 
think  badly  of  them. 

Conclusion 

Just  as  culturally-appropriate 
services  should  demonstrate  an 
acceptance  of  the  differences  within 
and  between  groups  that  influence 
their  interaction  with  and  use  of 
mental  health  care  services,  so  too 
should  culturally-appropriate  evalua- 
tions. Neither  providers  nor  evalua- 
tors that  claim  to  "treat  everyone  the 
same"  can  be  described  as  culturally 
appropriate  because  they  are,  as  Dr. 
Hicks  states,  "ignoring  cultural  factors 


that  can  be  a  strength  in  the  treatment 
process." 

By  ColUen  E.  Law.  MJ>JI.. 
Policy  Associate 
Menial  Health  Policy  Resource 
Center.  Washington.  D.C. 
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CASE  STUDY 


Evaluating  a  System  of  Care  in 
an  Urban  Setting 


Evaluating  a  system  of  care  for 
children  is  always  a  challeng 
ing  task.  However,  when  the 
system  of  care  serves  a  community 
that  is  a  mosaic  of  diverse  and  distinct 
ethnic,  economic  and  religious  groups 
living  in  a  complex  urban  setting,  the 
e valuator  needs  an  intimate  knowledge 
of  the  community  and  the  cultures  of 
which  it  is  composed. 

The  evaluation  of  Families  Reach- 
ing in  Ever  New  Directions 
(FRIENDS)  illustrates  this  rype  of 
evaluation  challenge.  FRIENDS  is  a 
comprehensive  system  of  care  in  the 
Mott  Haven  community  of  the  South 
Bronx.  Mott  Haven  is  a  culturally 
diverse,  urban  community  which  is 
also  poor  and  multistressed.  The 
people  of  Mott  Haven  are  approxi- 
mately two-thirds  Hispanic-American 
and  one-third  African-American,  and 
80  percent  of  the  people  receive  some 
form  of  public  assistance.  Both  child 
abuse  and  foster  care  placement  rates 
are  high  in  the  community.  Children  in 
Mott  Haven  are  three  times  as  likely  to 
be  reported  as  victims  of  child  abuse 
as  other  children  in  New  York  City, 
and  the  foster  care  placement  rate  is 
17  J  per  1 ,000  children.  In  this 
challenging  setting  the  FRIENDS 
Initiative  is  serving  children  21  years 
and  under  with  serious  emotional 
disturbance  with  a  model  which 
incorporates  all  the  ideals  of  the  model 
system  of  care. 

The  Mott  Haven  initiative  evalua- 
tion is  being  conducted  on  several 
levels.  The  Center  for  Mental  Health 
Services  (CMHS)  has  contracted  with 
MACRO  International,  Inc.  in  partner- 


ship with  the  Florida  Mental  Health 
Institute  (FMHI),  to  evaluate 
FRIENDS  along  with  21  other 
grantees  across  the  country,  all  of 
which  are  implementing  systems  of 
care  for  children.  The  core  evaJuanon 
is  gathering  quantitative  and  qualita- 
tive data  about  child  and  family 
descriptors,  child  and  family  out- 
comes, and  system  descriptors  and 
outcomes.  The  information  from  all 
22  grantees  will  be  used  in  answering 
questions  about  system  changes  over 
time  and  bow  the  characteristics  and 
functioning  of  children  and  their 
families  change  as  a  result  of  contact 
with  the  developing  system  of  care. 

In  addition  to  the  core  evaJuanon,  a 
set  of  studies  are  being  conduced 
which  involve  smaller  groups  of 
grantees.  These  studies  examine 
questions  such  as  : 

•  What  characteristics  of  a  commu- 
nity have  the  most  impact  on  the 
developing  system  of  care? 

•  How  good  is  the  match  between 
the  needs  of  children  and  families, 
the  characteristics  of  the  commu- 
nity and  the  response  of  the 
system  of  care? 

•  Which  aspects  of  the  system  of 
care  lead  to  short  and  long  term 
benefits  for  children  and  families, 
and  which  characteristics  of 
children  and  families  contribute  to 
short  and  long  term  success  on 
children' s  mental  health  status? 


In  addition  to  the  MACRO/FMHI 
evaluation,  FRIENDS,  in  conjunction 
with  the  New  York  State  Office  of 
Mental  Health,  is  conducting  addi- 
tional evaluations  to  gain  greater 
insight  into  the  children  and  families 
being  served,  the  systems  providing 
services,  and  the  interaction  between 
the  people  and  the  systems. 

Roslyn  Moore,  Director  of 
FRIENDS,  clearly  articulates  the 
vision  of  FRIENDS.  "FRIENDS  is  a 
community  built  on  the  cultures  of  the 
families  and  the  culture  of  the  provid- 
ers. Each  group  has  needs  to  be  met 
and  strengths  to  offer  to  the  FRIENDS 
community.  Part  of  the  process  of 
community  building  is  understanding 
the  cultures  and  values  of  both 
families  and  providers.  New  relation- 
ships are  evolving  among  providers 
and  between  providers  and  families 
Providers  are  looking  to  the  wider 
community  to  incorporate  its  values 
and  strengths  into  the  FRIENDS 
community.  The  traditional  bound- 
aries between  providers  and  families 
are  being  replaced  by  mutually 
beneficial  collaborations  in  which 
family  members  are  assisting  provid- 
ers by  taking  on  advocate,  advisor,  and 
provider  roles."  Evaluating  the 
complex  cultural  interrelationships  of 
this  program  requires  the  use  of 
multiple  strategies. 

At  the  individual  level,  information 
is  gathered  on  the  child  and  family  as 
the  recipients  of  services.  It  is 
obviously  important  at  this  level  to 
learn  about  the  mental  health  scams  of 
the  child  through  assessment  of 
functional  outcomes  and/or  diagnosis. 
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The  traditional  boundaries  between  providers  and  families 
are  being  replaced  by  mutually  beneficial  collaborations  in 
which  family  members  are  assisting  providers  by  taking  on 
advocate,  advisor,  and  provider  roles." 


However,  other  important  information 
mat  may  relate  to  the  child's  mental 
health  condition  is  also  collected,  such 
as  the  personal  resources  or  strengths 
the  child  and  family  bring,  and  other 
aspects  of  culture,  such  as  ethnic 
identity,  acculturation,  and  Language 
that  are  relevant  to  the  child  and 
family  status.  FRIENDS  uses  an 
instrument  and  process  to  gather 
information  about  the  culture  of  the 
children,  youth  and  families  who  are 
receiving  services.  The  instruments 
look  at  cultural  background,  ethnic 
identity,  migration  experience. 
Language  background,  language 
proficiency,  language  use,  and 
language  environment. 

At  the  system  level,  culture  is  taken 
into  account  when  evaluating  the 
institutions  that  make  up  the  care 
systems  for  children  from  ethnic 
minority  backgrounds.  The  evaluation 
examines  cultural  relevance  including 
the  sensitivity  to  cultural  background 
of  members  of  institutions  that  provide 
care  to  children  including  family 
members,  community  organizations, 
and  human  service  agencies. 

Families  and  community  members 
who  worked  with  project  staff  and 
evaluators  in  designing  the  evaluation 
alerted  staff  to  the  fact  that  the 
measure  designed  to  look  at  dimen- 
sions of  culture  overlooked  the  critical 
factor  of  spirituality.  Erlinda  Rejino, 
New  York  State  Office  of  Mental 
Health  Project  Manager  for  the 
FRIENDS  initiative,  points  out  that 
".. in  the  Mort  Haven  community  there 
are  strong  connections  among  the 
strengths  of  the  family,  the  spiritual 
life  of  the  community,  and  the  well- 
being  of  the  children.  An  understand- 
ing of  the  spiritual  life  of  the  commu- 
nity is  essential  to  understanding  how 
families  will  seek  and  receive  help." 
A  spirituality  questionnaire  was 
developed  to  assess  the  extent  to 
which  the  family's  spirituality  is 
related  to  the  mental  health  of  their 
children.  One  of  the  challenges  in 


designing  this  instrument  was  making 
it  relevant  to  all  of  the  faith  communi- 
ties represented,  including  Christian. 
Jewish  and  Muslim. 

It  is  hoped  that  the  systems 
information  can  be  used  to  focus  on 
relationships  among  important 
institutions  in  children's  Lives  such  as 
the  family,  community  organizations, 
religious  organizations,  and  human 
service  agencies.  Some  questions 
included  are: 

•  Which  members  form  inter- 
relational  networks  within  and  across 
institutions  to  provide  effective  and 
efficient  supports  to  the  child? 

•  Which  procedures  are  established 
to  structure  and  maintain  supportive 
networks  for  the  child  within  and 
across  institutions? 

•  What  is  the  intensity  and  quality 
of  the  supportive  interaction  between 
institutional  members  and  the  child, 
and  among  institutional  members 
themselves? 

Cultural  domains  are  being 
assessed  longitudinally  in  the 
FRIENDS  Initiative  to  examine  stable 
and  changing  processes  at  both  the 
system  and  individual  levels.  Infor- 
mation derived  from  this  developmen- 
tal investigation  will  be  useful  to 
determine  the  need  for  training  in 
cultural  competence  at  the  systems 
level,  and  the  need  to  become  sensi- 
tive to  cultural  characteristics  of 
children  receiving  services  through 
FRIENDS. 

With  this  information  on  the 
children,  families  and  institutions,  the 


Mod  Haven  initiative  will  seek  to 
answer  such  quesDons  as: 

•  How  does  the  cultural  background 
of  children  and  families  interact  over 
time  with  the  mental  health  outcomes 
and  functioning  of  children,  and  with 
culturally  competent  ways  of  deliver- 
ing services? 

•  How  do  agencies  from  different 
service  systems  develop  networks  that 
result  in  collaboration  and  coordina- 
tion, of  services? 

•  To  what  extent  are  services 
delivered  by  family  members  in 
provider  roles  similar  to  services 
delivered  by  providers,  and  to  what 
extent  are  services  conducted  by 
family  members  more  effective  than 
provider  interventions?  To  what  extent 
do  recipient  families  feel  that  family 
members  in  provider  roles  are  sensi- 
tive to  their  cultural  backgrounds? 

An  evaluation  which  provides  new 
insights  into  how  the  characteristics  of 
children  and  families  in  the  Mott 
Haven  community  relate  to  the 
characteristics  of  institutions  involved 
in  their  system  of  care  serves  the 
needs  of  clinicians ,  administrators, 
and  policymakers.  This  information 
on  system  and  individual  linkages  will 
provide  new  information  on  planning 
and  managing  an  effective  system  of 
care  in  a  complex  cultural  environ- 
ment. 

BY  ROLANDO  L.  SANTIAGO,  PhD.. 
Research  Scientist. 
Bureau  of  Evaluation  and  Services 
Research,  New  York  State  Office  of 
Mental  Health 
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Strategies  for  Culturally  Competent  Evaluations 
in  Children's  Mental  Health 


While  increasing  numbers  of 
programs  are  beginning  to 
make  adaptations  in  service 
delivery  to  the  cultural  diversify  of 
mental  health  consumers,  program  and 
systems,  evaluations  nave  lagged 
behind  in  responding  to  this  issue. 


Evaluations  of  children's  mental 
health  programs  need  to  be  culturally 
competent  to  accurately  assess  the 
experiences  of  diverse  children  and 
families  with  mental  health  systems. 
Just  as  different  types  of  nets  are 
Deeded  to  catch  different  types  of  fish, 
a  variety  of  evaluation  strategies  and 
methods  are  necessary  to  capture 
accurate  and  useful  information  from 
different  types  of  populations.  Some 
current  evaluation  strategies  are  "too 
wide  a  net"  to  capture  complete 
information  on  some  consumer 
groups.  Just  as  a  sardine  slips  through 
a  net  designed  for  tuna,  die  wrong 
evaluation  design  and  technique  lets 
experiences  of  some  cultural  groups 
go  uncaptured. 

Some  suggested  strategies  to 
promote  evaluations  that  are  relevant. 


sensitive  and  more  valid  reflections  of 
the  needs  and  experiences  of  diverse 
consumers  are: 

Develop  culturally  sophisticated 
evaluation  teams 

Evaluators  need  to  build  a  founda- 
tion of  cultural  knowledge  and  to 
formulate  clear  strategies  to  assess  the 
relevant  issues  affecting  ethnic  and 
culturally  diverse  populations.  A  team 
that  includes  members  with  evaluation 
competence  and  cultural  competence 
will  be  more  effecnve  than  an  indi- 
vidual evaluator.  Persons  need  to  be 
included  that  represent  the  cultural 
values,  beliefs  and  practices  of  the 
clients  and  community  being  served. 
They  can  provide  information  about 
the  historical  and  political  circum- 
stances of  ethnic  and  culturally  diverse 
groups.  It  should  not  be  assumed, 
however,  that  culturally  diverse 
individuals  are  well  versed  in  cultural 
competence  by  virtue  of  their  own 
cultural  heritage.  Using  cultural 
brokers  or  agents  (individuals  able  to 
facilitate  cross-cultural  understanding 
and  communication  between  the 
evaluation  team  and  the  existing 
ethnic  and  cultural  groups),  and 
seeking  input  from  mental  health 
providers,  interagency  representatives, 
consumers  and  community  representa- 
tives will  increase  the  cultural  compe- 
tence of  the  team. 

Consider  the  use  of  participa- 
tory or  self-evaluation  models 
Participatory  evaluation  incorpo- 
rates the  shared  interests  of  program 
staff,  consumers,  policy  makers, 
evaluators.  and  others.  Self-evalua- 
tion models  feed  information  back  to  a 
program  to  generate  knowledge  to  be 
used  by  organizations  and  systems  in 
improving  their  performance.  Partici- 
patory and  self-evaluation  models  are 


becoming  popular  because  of  their 
sensitivity  to  the  contextual  and 
ecological  information  important  to 
understanding  mental  health  issues 
affecting  ethnic  and  culturally  diverse 
children  and  families.  (Shaw,  1995; 
Usher.  1993) 

Take  steps  to  compensate  for 
limitations  of  existing 
technology 

When  evaluators  rely  solely  on  the 
stria  scientific  method  they  may  fail 
to  capture  the  reality  of  complex 
social  and  psychological  problems 
(Pooterorto  and  Casas,  1991).  One 
important  way  to  strengthen  the 
cultural  competence  of  an  evaluation 
design  is  through  triangulaoon,  which 
is  used  to  counteract  the  limitations  of 
any  single  measure  or  strategy's 
usefulness  to  capture  the  experiences 
of  diverse  consumer  groups.  Triangu- 
lation  may  involve  the  use  of  a  variety 
of  sources  of  data  (data  tnangulaaon), 
several  different  evaluators  (evaluator 
triangulanon),  several  different 
perspectives  to  interpret  a  single  set  of 
data  (theory  triangulation),  or  multiple 
methods  to  study  a  single  program, 
organization,  or  system  (methodologi- 
cal triangulation)  (Parton  1990). 
Method  triangulation  may  involve  the 
use  of  a  range  of  traditional  quantita- 
tive and  qualitative  methods.  Qualita- 
tive methods  (e.g.,  ethnographic 
observation,  focus  groups,  semi- 
structured  interviews  in  consumer's 
home)  can  be  useful  to  explore 
cultural  variables  (e.g.,  values  about 
parenting,  spirituality,  help-seeking 
behaviors,  supports)  and  can  be  used 
with  quantitative  methodology  in 
validating  survey  data,  interpreting 
statistical  findings,  understanding 
puzzling  responses,  selecting  survey 


Cultural  competence  m  evaluation 
can  be  defined  as  having  the  knowl- 
edge, experiences  and  skills  necessary 

to: 

•  formulate  evaluation  questions 
relevant  to  the  experiences  of 
diverse  populations 

•  develop  and  implement  evaluanon 
strategies  sensitive  to  cultural 
norms  and  characteristics  of  diverse 
groups 

•  avoid  exclusion  and  minimi7<- 
biases  in  evaluation  methodologies 

•  consider  social  and  historical 
contexts  in  the  interpretation  of 
results 

•  promote  the  ethical  use  of  evalua- 
tion results 
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puzzling  responses,  selecting  survey 
items,  and  offering  case  study  illustra- 
tions (Fielding  and  Fielding,  1986). 

Avoid  biases  in  sampling  and  data 

collection  strategies 

Culturally  competent  evaluation 
Sams  need  to  anticipate  possible  biases 
in  me  data  collection  process.  Non- 
traditional  strategies  (eg,  door  to  door 
community  interviews,  contacting 
organizations  designed  to  support  new 
immigrants)  may  be  effective  means  to 
include  specific  consumer  groups. 
Surveying  only  active  clients  when 
assessing  consumer  satisfaction  can 
produce  biased  results  since  it  omits 
groups  that  may  have  discontinued 
treatment  due  to  barriers  or  discrimina- 
tion. Mail  or  telephooe  surveys  are 
widely  used  strategies  due  to  their 
convenience.  However  they  can  be 
ineffective  with  groups  who  may  not 
respond  because  of  lack  of  experience 
with  surveys,  fear  that  the  information 
might  be  kept  by  the  government,  and 
language  limitations. 

Define  and  collect  culturally 
appropriate  child  and  family  data 

Information  systems  designed  to  meet 
government  regulations  often  fail  to 
collect  important  data  for  culturally 
competent  evaluations.  Inappropriate 
judgments  about  data  definitions  may 
render  the  data  in  the  information 
systems  of  little  use  for  culturally 
appropriate  evaluations.  For  example, 
race  should  be  differentiated  from 
ethnicity.  Race  is  a  biological  classifica- 
tion system  determined  by  physical 
characteristics.  Ethnicity  is  a  group 
classification  of  individuals  who  share  a 
social  and  cultural  heritage  such  as 
language,  religion,  and  customs  passed 
on  from  generation  to  generation. 
Latinos  for  instance,  given  their  language 
and  cultural  heritage,  constitute  an  ethnic 
group  but  they  are  members  of  different 
races  and  have  important  cultural 
differences  (e.g.  Puerto  Ricans  versus 
Mexicans).  Asians  on  the  other  hand, 
may  share  some  biological/physical 
characteristics  but  they  are  members  of 
different  cultural  groups  (e.g.  Cambodi- 
ans versus  Japanese-Americans). 


Include  community  data 

Access  to  geographically  coded  data 
provides  important  inform  anon  about 
ethnic  and  cultural  groups,  such  as 
identifying  a  section  in  a  neighborhood 
where  a  certain  ethnic  or  cultural  group 
has  lower  or  higher  patterns  of  utiliza- 
tion. Geographically  coded  dan  give 
profiles  of  different  communities 
according  to  patterns  of  use,  needs,  and 
so  forth.  The  evaluation  team  can  do 
ethnographic  assessments  of  specific 
areas  and  identify  issues  relevant  to  the 
delivery  of  mental  health  services.  The 
combined  analysis  of  geographic, 
demographic,  and  socio-demographic 
information  can  provide  information 
about  protective  factorsle.g.  extended 
family,  church,  advocacy  organizations, 
community  centers,  healers,  and  other 
natural  supports)  or  stressful  factors 
(e.g.,  unemployment,  violence,  natural 
disasters)  affecting  individuals  within  a 
particular  group  or  community. 

Consider  within-group  differences 

Diverse  groups  are  often  placed  into 
categories  that  are  too  broad  to  be 
useful  to  the  evaluaaon  of  mental 
health  programs.  An  analogy  illustrates 
how  this  affects  evaluations.  The 
"Latino"  classification  for  instance  can 
be  compared  to  the  category  "fruit". 
Latinos  include  Puerto  Ricans. 
Mexicans,  Cubans,  Argentineans,  etc. 
Fruits  include  oranges,  bananas, 
mangoes,  apples,  etc.  If  an  evaluation 
is  investigating  an  organization's  ability 
to  keep  its  products  fresh,  evaluators 
would  need  to  know  what  types  of 
fruits  are  included,  the  temperature 
required  to  maintain  each  type  of  fruit, 
and  the  state  of  the  fruit  at  arrival  time 
(were  bananas  green?).  If  the  evalua- 
tion only  considers  the  interventions 
(e.g .  was  all  fruit  refrigerated?)  and  not 
the  state  at  arrival  and  conditions 
required  by  different  fruits,  understand- 
ing of  the  outcomes  for  apples, 
bananas,  or  mangoes  would  be  quite 
limited! 

Similarly,  in  the  mental  health  system, 
evaluating  within-group  differences  by 
considering  a  number  of  cultural 
variables  (e.g.  birth  place,  immigration 


conditions  such  as  immigrant  versus 
refugee,  number  of  generations  in  the 
U  S .,  level  of  acculturation,  socio- 
demographic  variables,  religion, 
language,  English  proficiency)  is 
needed  to  arrive  at  meaningful  results. 

Consider  the  relationship  between 
culture  and  socio-demographic 
variables 

Failing  to  consider  the  relationship 
between  cultural  and  socio-demo- 
graphic variables  contributes  to 
erroneous  evaluation  results.  An 
evaluator  may  conclude  that  a  specific 
group  has  no  need  for  mental  health 
services,  when  the  group  may  not  be 
requesting  services  due  to  lack  of 
information,  barriers,  or  negative 
perceptions  about  mental  health. 

Increasing  cumbers  of  children's 
mental  health  programs  are  adapting 
service  delivery  to  their  culturally 
diverse  consumers,  but  evaluations  of 
programs  and  systems  have  lagged 
behind  in  responding  to  this  issue.  It  is 
equally  imperative  that  administrators, 
program  managers,  clinicians,  parents 
and  other  stakeholders  promote  the  use 
of  evaluations  that  are  sensitive, 
relevant,  and  effective  in  capturing  valid 
information  about  diverse  children  and 
families. 

By  Monica  Roizner-Hayes.  EdD. 
Research  Associate 
Coordinator  of  Cultural 
Competence  Initiative 
Teclinical  Assistance  Center 
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Appendix  E 

Cultural  Competence-Related  Web  Sites 
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Cross-Cultural  Web  Sites 


International  Association  for  Cross-Cultural  Psychology.  Offers  information  and 
discussion  topics  on  the  universal  validity  of  psychological  theories  in  all  branches  of 
psychology  and  related  disciplines;  promotes  communication  among  persons  interested  in 
cross-cultural  psychology;  and  lists  information  on  IACCP's  international  Congresses, 
regional  meetings  and  relevant  publications  - 
http://www.fit.edu/CampusLife/clubs-org/iaccp 

Diversity  Rx.  Provides  information  and  resources  for  anyone  promoting  culturally 
appropriate  services  and  cultural  access  issues  in  health  care  and  promotes  communication 
among  experts  and  others  interested  in  the  topic.  Demographic  information,  models  and 
practices,      policy,      and      additional      resources      are      also  offered 
http'J/www.  milcom.  com/diversity  rx 

Florida  Mental  Health  Institute  de  la  Parte  Institute  Library,  Multicultural  Collection 

Provides  information  on  its  inhouse  catalogue,  which  contains  abstracts  and  table  of  contents 
from  the  books,  abstracts  for  the  journal  articles,  and  web  sites  of  multicultural,  crosscultural, 
or  transcultural  mental  health  issues.  It  also  offers  details  on  the  Multicultural  Mental  Health 
Training  Program  -  http://www.fmhLusf.edu/library/mulitcuIt.html 

Rndex  Information  Products,  Cultural  Competence  Search.  Provides  a  search  engine 
enabling  viewers  to  identify  database  records  on  cultural  competence  and  transcultural 
nursing.  A  thesaurus  is  also  offered  to  assist  viewers  in  identifying  appropriate  subject  terms 
-  http://rndex.silverplatter.com/culture.html 

U.S.  Department  of  Health  and  Human  Services,  Office  of  Minority  Health.  Provides 
information  on  a  wide  range  of  subjects  related  to  cultural  competence,  including  the 
provision  of  mental  health  and  other  services  to  minority  children  - 
http://www.os.dhhs.gov/progorg/ophs/omh 

Western  Interstate  Commisson  on  Higher  Education  (WICHE).  Demonstrates  how  its 
Institute  on  Ethnic  Diversity  completed  a  strategic  planning  process  for  diversity;  points  out 
a  number  of  ways  in  which  its  Mental  Health  Program  assists  states  in  the  improvement  of 
systems  of  care  for  consumers  and  their  families  through  regional  research,  policy  analysis, 
networking,  technical  assistance  and  information  sharing;  and  gives  details  on  further 
resources  on  diversity  in  higher  education  and  mental  health  policy  -  http://www.wiche.edu 
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Cross-Cultural  Web  Sites 


Office  of  Minority  Health  Resource  Center.  Offers  details  on  its  public  health  program 
activities  affecting  American  Indian  and  Alaska  Native,  African  American,  Asian  American 
and  Pacific  Islander,  and  Hispanic  populations  as  they  seek  to  promote  improved  health 
among  these  racial  and  ethnic  minority  populations.  Describes  the  products  and  services  of 
its  Resource  Center  -  http://www.omhrc.gov 

Asian/Pacific  Islander 

Asian  Community  Mental  Health  Services  (ACMHS) 

AACMH  provides  an  array  of  culturally-competent  specialized  services  that  include 
supportive  behavioral  health  care  services,  services  to  the  developmentally  disabled, 
substance  abuse  treatment,  and  prevention  services  for  at-risk  youth.  Its  publications  list 
features  education  brochures  on  prevention  and  clinical  issues  written  in  several  Asian 
languages  -  http://www.acmhs.org 

Asian  and  Pacific  Islander  Health  Forum 

APIAHF  is  a  national  advocacy  organization  dedicated  to  promoting  policy,  program  and 
research  efforts  for  the  improvement  of  health  status  of  all  Asian  and  Pacific  Islander 
Americans  (APIA).  The  website  includes  selected  health  and  census  data,  available 
publications,  and  APIA  health  links  -  http://www.apialtf.org/apiahf 

National  Asian  Pacific  American  Families  Against  Substance  Abuse. 

A  private,  nonprofit  organization,  NAPAFASA  addresses  the  growing  substance  abuse 
problems  and  related  problems  of  health  care,  gang  and  domestic  violence,  mental  health, 
and  poverty  among  Asian  and  Pacific  Islanders,  especially  youth.  NAPAFASA  produces  a 
newsletter  and  informational  materials  and  offers  technical  assistance  to  promote  a  clearer 
understanding  of  Asian  and  Pacific  Islander  cultures 
http://www.  apiah f.  org/apiah f/n  apafasa.  h  tml 

Latino/Latina 

Hispanic  Health  Council.  The  Hispanic  Health  Council  targets  the  critical  health,  mental 
health,  and  educational  needs  of  Hartford,  CT's  fast  growing  Latino  community.  Its  home 
page  includes  publications  focusing  on  the  cultural  and  social  implications  for  treating 
Latinos  and  their  families  -  http://www.hispanichealth.com/ABHHC.htm 
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Cross-Cultural  Web  Sites 


Native  American 

Indian  Health  Service.  Provides  information  on  the  Indian  Health  Service,  notes  helpful 
publications,  and  gives  links  to  other  Indian  websites  -  http://www.ihs.gov 

NativeWeb 

Describes  how  it  provides  "  a  cyber-place  for  Earth's  indigenous  peoples."  Features 
information  on  many  subject  categories  (including  health),  newsletters  and  journals, 
bibliographies,  and  historical  material  -  http://www.maxwelLsyr.edu/NativeWeb 

Native  American  Sites.  Offers  information  on  individual  native  nations,  arts,  media,  health 
and  organizations  that  "provide  solid  information  about  American  Indians."  - 
http://www.pitt.edu/~lmitten/indians.html 


Exploring  the  Intersection  between  Cultural  Competency  and  Managed  Behavioral  Health  Care  Policy 


